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Abstract
This comprehensive literature review presents findings associated with the need for more mental 
health support in rural Alberta. Integrated care with a behavioral health consultant (BHC) 
presents as a possible solution. Peer-reviewed literature indicates that rural residents are at a 
higher risk of suicide, substance abuse, depression, and other serious mental health concerns. 
They are often at a disadvantage when trying to access mental health support, and over 40% of 
patients with mental health needs will first seek treatment in a primary care setting. Positive 
mental health and positive health care outcomes are strongly linked to an individual’s total 
health, and a contributing factor to mental health concerns is the overwhelming number of 
people who have been diagnosed with a chronic disease. Integrated care with a BHC could help 
support both primary care providers and their patients by combining the professional 
competencies of mental health and primary care providers
Keywords: Behavioral health consultant, BHC, chronic diseases, integrated care, mental 
health, primary care, rural Alberta,
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Mental Health Support in Rural Alberta 
The focus of this project was to gain an understanding of how mental health needs are 
being met for residents who live in rural areas of Alberta, which brought attention to gaps in the 
provision of rural health care. The research question examined was, “In a rural primary care 
setting, is there a need for addressing the mental health needs of patients diagnosed with a 
chronic disease?” A subquestion was, “If so, what are the needs and how are they being 
addressed?” Rural residents have been shown to be at a higher risk of developing a mental illness 
or a substance abuse disorder than residents of urban areas (Smalley et al., 2010). Although 
Alberta Health Services provides mental health services, long wait lists, a lack of resources, and 
a lack of preventive and proactive measures have kept needs from being fully met and accessible 
(Government of Alberta, Alberta Health Services, 2011). In this project, peer-reviewed literature 
is examined to determine the missing pieces, or gaps, in mental health care in rural Alberta, and 
integrated care is explored as a possible solution.
Literature Review
Researchers who investigate the mental health needs of rural residents have determined 
that many people with serious medical illnesses may live without attention being given to their 
mental health. It appears that this type of support may be lacking for many patients upon 
receiving a medical diagnosis, which is such a critical time in one’s life (Fiske, Gatz, & Hannell, 
2006). What is more concerning is that access to mental health services may be nonexistent in 
rural areas (Fiske et al., 2006). The literature reviewed for this project included the examination 
of the first question: “In a rural primary care setting, is there a need for addressing the mental 
health needs of patients diagnosed with a chronic disease?” This was answered by reviewing 
literature on chronic disease models, the management of chronic diseases, patient’s experiences
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of psychological distress following a diagnosis, interdisciplinary teams as a model of care, 
patient resilience as a protective factor, and patient ageing as they relate to mental health and 
provision of care. After this examination was completed the following subquestion was 
addressed: “If a need for addressing the mental health needs of patients diagnosed with a chronic 
diseases in rural primary care exists, what are their needs and how are they being addressed?” 
This question was answered by reviewing the literature on integrated care, including integrated 
care in rural areas, and the accessibility, availability, and acceptability of mental health services 
in rural areas in general. Throughout this literature review, references to mental health support or 
mental health services within integrated care refer to the services provided by a behavioral health 
consultant (BHC).
Advocating for social justice is at the heart of this review. Another framework that 
influenced this literature review was the social work advocacy practice model (Kilbane, Price, & 
Hong, 2013). This framework guides helping professionals in developing, implementing, and 
evaluating advocacy efforts with the understanding of the uniqueness of individuals, groups and 
communities, and one size does not fill all. This description embraces the diversity of rural areas 
and can be used to inform the advocacy efforts brought forth in this research project. To inform 
this advocacy effort, the influence of chronic disease on the lives of rural residents will be 
explored.
Chronic Disease
Chronic diseases are those that proceed for longer than three months and progress slowly 
(Freitas & Mendes, 2007). According to Bernell and Howard (2016), chronic diseases fall into 
four main categories such as: cardiovascular diseases, cancer, chronic respiratory diseases, and 
diabetes. Chronic diseases are the leading cause of death in the world, accounting for over 60%
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of all deaths annually (Salvage, 2011). Of the approximately 57 million deaths that occurred 
globally in 2008, 36 million of them were due to chronic diseases. Among patients with access to 
primary care who are accurately diagnosed with depression, less than 15% receive adequate 
treatment to gain remission (Goodrich et al., 2013). The concerns of chronic diseases are rising, 
specifically in lower-income countries, populations, and communities, and are projected to 
increase significantly over the next two decades (Salvage, 2011). In the United States, over 25% 
of the population is affected by one or more of these conditions at any one time (Freburger et al.,
2009). Approximately 53% of the U.S. adult population has at least one chronic condition related 
to mental or physical health such as asthma, heart disease, diabetes, epilepsy, cancer, multiple 
sclerosis, bipolar disorder, and Parkinson’s disease. Certain chronic conditions often precipitate 
and accelerate depressive symptoms (Bayliss et al., 2012). In Canada, 72% of men and 78% of 
women over the age of 55 have at least one chronic condition (Clare et al., 2015). These statistics 
speak volumes to the seriousness of a chronic disease on an individual’s physical and mental 
health. Addressing the mental health needs of individuals with chronic disease needs to be at the 
forefront of their care. This section covers two models created to support individuals who 
struggle with the diagnosis and effects of a chronic disease, the chronic care model (CCM) and 
the Stanford chronic disease self-management education model (CDSMP).
The chronic care model. The CCM has been the most studied model for patients with 
chronic diseases (Baptista et al., 2016). CCM provides a pragmatic strategy for delivering 
integrated mental health and general medical care in a primary care setting (Tice et al., 2015). It 
offers a comprehensive and systematic way of addressing chronic diseases with a significant 
evidence base to speak to its effectiveness (Davy et al., 2015). A recent systematic review 
conducted by Goodrich and colleagues (2013) found that CCMs are a cost-efficient strategy for
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primary care practices to improve mental and physical outcomes for a range of mental health 
conditions across diverse populations and primary care settings. As Grover and Joshi (2015) 
noted, the model has six components: organizational support, clinical information systems, 
delivery system design, decision support, self-management support, and community resources. 
The first four components address practice strategies whereas the last two are patient-centered 
(Grover & Joshi, 2015).
The CCM concludes that a significant improvement in outcomes will occur only when 
clinical systems reconfigure themselves specifically to address the needs and concerns of 
chronically ill patients (Drouin et al., 2015). It provides a proactive, patient-centered, evidence- 
based approach that recognizes the importance of attending to how patients with a chronic 
disease are cared for, and an essential element of this model hinges upon the participation of 
nurses, social workers, and patients themselves (Baptista et al., 2016). Evidence suggests better 
health outcomes for patients with a chronic illness after the implementation of the CCM 
principles (Schmittdiel, Shortell, Rundall, Bodenheimer, & Selby, 2006). Schmittdiel and 
colleagues (2006) demonstrated the feasibility and usefulness of implementing components of 
the CCM into a rural medical center. Similar to previous findings regarding a lack of preparation 
and support for rural providers, they identified a major lack of training resources and 
psychological and psychosocial supports as barriers to rural practice.
One of the serious problems noted by use of the CCM is that current care of chronically 
ill patients is often reactive and triggered by problems instead of being proactive, structured, and 
planned (Frei et al., 2010). To perform care according to the CCM requires a team approach 
involving the nurse. This step represents an implementation challenge because practice nurses 
are currently only marginally involved in the care of patients (Frei et al., 2010). To reduce the
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duration and length of stay in a hospital, nurses must have a major role within the 
multidisciplinary team in helping to safely discharge patients from the hospital (Williams, 
Akroyd, & Burke, 2010). Other challenges with using CCM include needing more time and 
resources, difficulty developing computerized patient registries, team and staff turnover, and the 
occasional need for more support by senior management (Davey et al., 2015).
Overall, the CCM appears to be an effective model of care when it is integrated in a 
primary care setting with the collaboration of the medical health care providers and mental health 
care providers working together to best addressed the needs of patients with a chronic disease. 
The next model that will be examined is the Stanford chronic disease self-management education 
model (CDSMP), another well studied model of care for patients with chronic disease.
The Stanford chronic disease self-management education model. Another model of 
care that has been created is the Stanford CDSMP. According to the National Council on Aging 
(2018), the Stanford CDSMP has been proven to support older adults better manage their chronic 
conditions, improve patients’ quality of life, and lower health care costs. Individuals living with 
a condition are faced with making day-to-day decisions about their condition and on self­
management (Bodenheimer, Lorig, Holman, & Grumbach, 2002). Sadly, many patients with a 
chronic disease struggle to achieve optimal self-management. As part of this model, self­
management courses have been created to empower patients by maximizing their confidence, 
teaching them skills, and improving their interaction with the health care system (Newman,
Steed, & Mulligan, 2004).
The Stanford CDSME consists of community-based, peer-led patient self-management 
education workshops (Lorig, Ritter, Pifer, & Werner, 2014). The workshops and groups help 
patients learn how to deal with their fatigue, pain, isolation, and frustration, and manage their
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medication. Patients also learn how to communicate more effectively with health professionals, 
family members, and friends (National Council on Aging, 2018). The CDSMP promotes a six- 
week, group-based course for 10 to 15 participants with a diagnosis of arthritis, diabetes, and 
other common chronic diseases. The National Council on Aging (2018) stated that the overall 
goal is to support the patient in mastering six fundamental self-management tasks: solving 
problems, making decisions, utilizing resources, forming a patient-provider partnership, making 
action plans for health behavior change, and designing treatment programs.
Salvatore and colleagues (2015) conducted a study of the CDSMP’s efficacy for cancer 
survivors. Results indicated that using the CDSMP, cancer survivors’ general health, depression, 
and sleep significantly improved from the baseline to six months, and these changes were 
sustained at 12 months. Communication with a physician, medication compliance, pain, duration 
of poor physical health, duration of poor mental health, and days kept from usual activities and 
physical activity also improved considerably from the start to 12 months (Salvatore et al., 2015). 
For participants who were noncancer survivors, all outcomes except medication compliance and 
stress improved significantly from baseline to six months, and at 12 months, medication 
compliance also improved greatly (Salvatore et al., 2015).
In conclusion of their study, Salvatore and colleagues (2015) found that an evidence- 
based chronic disease self-management intervention not specifically tailored for cancer 
survivorship may significantly improve physical and psychosocial health status, key health 
variables, and health care behaviors among cancer survivors. However, they cautioned that more 
research is needed to clarify cancer survivors’ unique needs and examine the benefits of altered 
versions of the CDSMP. Their study showed CDSMP to be a promising intervention for cancer
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survivors and should be considered a valuable component of survivorship care (Salvatore et al.,
2015).
Another study conducted by Lorig and colleagues (2014) evaluated the CDSMP with 
individuals who had been diagnosed with a serious mental illness. At six months, participants 
showed improvement in health indicators such as quality of life, sleep, fatigue, depression, and 
health distress. Improvements were also noted in communication with health care providers. 
Results showed this program to be an effective resource for people with a serious mental illness 
(Lorig et al., 2014). Bradyand and colleagues (2013) research efforts add further support to this 
model’s effectiveness and found the CDSMP improved self-efficacy, health behaviors, and 
psychological health status for people living with chronic diseases.
Overall, the literature suggests that the CDSMP to be a highly successfully program with 
positive outcome for patients with a chronic disease. Another key area that many patents with a 
chronic disease struggle with is how to manage their disease. Thus, in addition to the CCM and 
the CDSMP that were developed in hopes of minimizing the impact of chronic diseases, some 
common disease management strategies include healthy eating, physical activity, tobacco 
avoidance, and emotional coping (Baptista et al., 2016).
Management of chronic diseases. The management of chronic diseases lacks attention 
and analysis worldwide (Ulbrich, Mattei, de Mantovani, Madureira, & Kalinke, 2017). Effective 
management is critical to respond both the societal and the economic burden of chronic disease. 
Disease management programs help individuals navigate the health care system and improve 
quality of care (Nolte & Osborne, 2013). Given that approximately 72% of Canadian men and 
78% of Canadian women over age 55 have at least one chronic condition, making chronic 
disease management an essential part of care for this large demographic of people (Moore,
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Rosenberg, & Fitzgibbon, 1999). However, the models discussed above are insufficient for rural 
residents experiencing a chronic disease who do not have accessibility to these types of 
specialized services. Accessibility is a major concern for rural residents and will be discussed 
further later in this literature review.
Patients with a chronic disease require community support to maintain and sustain health. 
Health teams must provide planned and integrated care for a patient with a chronic disease 
because some patients lack skills for self-management (Cramm, & Nieboer, 2015). The CDSMP, 
for example, was developed to advance participants’ self-care of chronic illness and may be 
offered to both individuals with chronic conditions and their caregivers (Shi, McCallion, & 
Ferretti, 2017). In Alberta Canada, the Alberta Healthy Living Program (AHLP) is an integrated, 
community-based chronic disease management approach that supports adults with, or at risk for, 
chronic disease to improve their health and well-being (Morrin et al., 2013). This model has been 
successfully implemented in communities across Alberta. Integrated care could help assist teams 
in early detection of symptoms and signs of chronic diseases. For this to happen, professionals 
must possess specific skills, and health services should be interconnected, structured, and 
organized through care models (Davey et al., 2015).
Ulbrich and colleagues’s (2017) integrated review indicated that the use of care models 
for people with chronic disease benefits to the patients and the health system. Improved access to 
chronic disease management services could help high-needs, vulnerable populations who face 
multiple challenges accessing mainstream services because of complex and interrelated cultural, 
social, economic, and systemic barriers (Cramm & Nieboer, 2015). Individuals dealing with the 
distress of a disease diagnosis are marginalized and at risk for health deterioration when
MENTAL HEALTH SUPPORT IN RURAL ALBERTA 8
accessibility to such services is limited by their rurality. This specific type of distress following a 
diagnosis warrants consideration.
Psychological Distress Following a Diagnosis
Distress is common following a chronic disease diagnosis (Hickman & Douglas, 2010). 
Research has indicated that people who are experiencing stressful life events before a diagnosis 
and people who have a history of depression may be at significant risk of developing 
psychological distress when they learn they have a chronic illness (Bourdeau & Walters, 2013). 
Serious mental illnesses such as bipolar disorder, major depressive disorder, or schizophrenia can 
be connected to higher functional impairment, mortality, and economic burden. Patients with a 
serious mental illness who are receiving care die on average 8 to 25 years earlier than the general 
population (Kilbourne et al., 2014), which speaks to the importance of addressing the complexity 
of a mental health concerns co-occurring with physical health concerns. Important consideration 
must be given to the distress people experience regarding diagnosis as researchers have 
determined that even people with few stresses in their lives can be shaken by a chronic disease 
diagnosis (Bourdeau & Walters, 2013).
Epidemiologic studies have provided evidence of a strong link between mental illness, 
mental health, and physical health, specifically health as it relates to chronic disease occurrence, 
course, and treatment (Perry et al., 2010). Mental health disorders such as depression have been 
shown to affect the occurrence, treatment, and outcome of several chronic diseases and 
conditions, and emerging evidence shows that positive mental health is associated with improved 
health outcomes (Lewis & Myhra, 2017). Digesting news of a disease can bring a flood of 
emotions; a diagnosis of diabetes, for example, is often associated with feelings of shame and 
guilt (Ehrenreich et al., 2007). Grief and fear are common reactions to chronic illnesses, similar
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to being diagnosed with a life-threatening or terminal disease (Tuner & Kelly, 2000). People may 
experience multiple stages of grief such as denial, bargaining, anger, and sadness. People 
diagnosed with a chronic disease may feel as though they are on a roller coaster of emotions, 
accepting it one day then angry about it the next day (Bourdeau & Walters, 2013). Chronic 
illnesses can be stressful for an entire family, and it can be common for couples to experience 
strain on their relationship due to the high emotional distress.
As the patient navigates the emotions of a new medical diagnosis, mental health 
clinicians can help process these emotions (Ehrenreich et al., 2007). Epping-Jordan (2004) found 
that in the United States, approximately 40% of patients do not receive adequate health care once 
a chronic condition becomes apparent. Similarly, quality of life concerns surface in these 
patients’ mental health care; less than 15% of patients with chronic problems such as major 
depression, panic disorder, or generalized anxiety disorder receive evidence-based treatment 
(Epping-Jordan, 2004). This section outlined the mental health needs of patients who have been 
diagnosed with a chronic disease and the impact it can have on their lives and the lives of their 
support system. In a primary care setting, physicians and other health care providers can work 
together to ensure individuals are being supported through interdisciplinary teams that 
holistically integrate mental health and physical health care services.
Interdisciplinary Teams
Interdisciplinary teams were pioneered in the 1970s for working with veterans, yet 
limited evidence to quantify and demonstrate effective teamwork is available (Fulmer, 2016). 
According to Bergmo, Berntsen, Dalbakk, and Rumpsfeld (2015), interdisciplinary teams are 
essential for the reform of primary care to provide cost-effective and comprehensive care.
Fulmer found teamwork to be critical for nurse satisfaction and retention, although this was less
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so for physicians. However, even with this knowledge, international research has shown that 
interdisciplinary teams are not routine practice in many health care jurisdictions (O’Reilly et al., 
2017). Physicians are used to providing care independently and think they are “the captain of the 
ship” (Holm, 2011), solely responsible for the patient’s outcomes.
Fitzpatrick and colleagues (2017) suggested that additional processes of integration that 
consider and are responsive to patients’ and stakeholders’ needs build success, increase trust, and 
are more effective than processes that work from a top-down approach and pay little attention to 
the local context. Common questions raised about an interdisciplinary team approach include: 
“What is the right ‘dose’ of the team?” and “When is the team a barrier instead of an asset?” 
(Fulmer, 2016). Even in the best teams, power structures that prevent information exchange can 
cause patients harm (Nancarrow, et al, 2013).
The Josiah Macy Jr. Foundation (2017) of New York City, NY, has created a movement 
towards interprofessional team training and practice through a focused commitment to advancing 
team knowledge, team care, patient care, and family care outcomes. Successful team care 
involves demonstrating appropriate values and ethics for interprofessional team practice, 
understanding the roles and duties of each team member for collaborative practice, expressing 
strong interprofessional communication skills, and practicing interprofessional teamwork and 
team-based care that advances the patient’s and the family’s well-being (Hunter, 2006). A study 
conducted by Mickan, Hoffman, and Nasmith (2010) indicated that service providers need to 
have clear policies in place about interdisciplinary teams and clarity about expectations, routine 
team meetings, open communication, and a clear focus on the patient’s care (Mickan et al.,
2010).
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According to Greiner and Knebel (2017), health care delivery systems face many 
challenges such as changing patient demographics and health care needs, health inequalities, and 
financial burdens. Nancarrow and colleagues (2013), emphasized that an interdisciplinary team 
working in primary care is of utmost importance in the reform of health care. The Internet and 
advances in electronic health records and teleconferencing have brought new promise for 
measuring team care outcomes and creating metrics that can assist in the development of quality 
measures for teams (Fathi et al., 2016). There is a need for more emphasis on the understanding 
of how teams specifically improve the quality of care in the clinical setting (Nancarrow et al,
2013).
O ’Reilly and colleagues (2017) conducted an integrative review, also known as a mixed- 
methods review, to synthesize research on interdisciplinary teams from empirical studies using 
both quantitative and qualitative methods. They used normalization process theory (NPT), which 
had four components: sense making, enrollment, enactment, and appraisal. Their literature 
review focused on interdisciplinary work between physicians and nurses.
O ’Reilly and colleague’s (2017) integrative review found several barriers to developing 
interdisciplinary teams. First, there are deeper barriers relating to professional socialization; 
sometimes members of the team may not want to change the way they were initially socialized 
into their profession, particularly physicians. Second, most of the literature spoke to the 
experiences of family physicians, nurses, and pharmacists, and less spoke to the wider network 
of health professionals. And third, there is a need for research that explores the experiences of 
primary care teams working among the full netw ork of primary care professionals (O’Reilly et 
al., 2017). However, O’Reilly and colleagues noted that the evidence base is limited because it 
does not reflect the experiences of all primary care professionals.
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In a primary care setting, incorporating interdisciplinary teams is a way for patients who 
have been diagnosed with a chronic disease to achieve a higher level of care. Individuals come 
with various coping skills and life experiences. Possessing certain personal characteristics, such 
as resilience, can impact the duration and intensity of a person’s treatment and diagnosis 
(Carlson, Waller, & Mitchell, 2012).
Resilience
Research suggests that a cancer diagnosis and treatment are upsetting events that may 
trigger several of negative reactions among adults, including symptoms of depression, and 
anxiety (Trill, 2013). However, there is also research that suggests that individuals have the 
potential to adapt to extremely stressful situations. Resilience, or the ability to ‘bounce back,’ has 
been documented as a common response to adversity (Deshields, Heiland, Kracen, & Dua,
2016). Resilience can be defined as a person’s ability to positively adapt to changes over time 
and protect against psychological distress (Mancini & Bonanno, 2009). Resilience was first 
studied in individuals who endured significant adversity or abuse (Deshields, et al, 2016). In 
2007, the Institute of Medicine called for an integrated, multidisciplinary approach to better care 
for “whole” patients who have been diagnosed with cancer (Adler & Page, 2008). Since 2007, 
the spotlight has increased on psychosocial aspects of cancer care that include routine screening 
for unmet needs, psychological distress, and the incorporation of multidisciplinary care teams to 
standard practice models (Carlson et al., 2012).
According to Molina and colleagues (2014), each phase of the cancer experience has an 
extreme effect on patients’ lives. Most of the literature has centered on the negative effects of 
cancer, such as psychological distress and depression (Carlson et al., 2012). However, Molina 
and colleagues’s study focused on resilience that may empower providers to build up more
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positive psychosocial outcomes during all phases of cancer treatment. These researchers 
conducted a literature search to gather studies that looked at resilience during one or more stages 
of the cancer continuum for adults. They defined baseline characteristics as measured factors 
existing before or at the beginning of a diagnosis, such as optimism at the point of screening; 
mechanisms as the variables expected to change over time and as patient experiences such as 
coping following a new diagnosis of cancer; and outcome variables as psychosocial outcomes 
measured during or after treatment, such as posttraumatic growth among cancer survivors 
(Molina et al., 2014). Post-traumatic growth may result in psychological and health benefits 
(Steel, Gamblin, & Carr, 2008).
The cancer continuum represents a series of potentially traumatic events beginning at the 
time of risk assessment and screening, because healthy individuals may perceive great stress 
from the potential of a life-threatening diagnosis (Molina et al., 2014). Recently diagnosed 
patients must cope with many life changes and continue to adapt throughout treatment. Survivors 
meet additional challenges with the adjustment to their “new normal” and the increased risk of 
poor physical and psychosocial outcomes (Molina et al., 2014). Patients who face death from 
their disease also encounter challenges as they struggle to maintain a positive outlook or find 
meaning at the end of life. Throughout all of phases of the cancer continuum, patients may share 
unique aspects of resilience. For example, patients may draw on individual characteristics, such 
as hope, throughout the cancer trajectory; resilience may manifest at each time point with 
different personal characteristics, and interactions may nurture resilience (Molina et al., 2014).
Deshields and colleagues (2016), found the promotion of resilience to be a crucial 
element of a patient’s psychosocial care. Nurses may promote resilience by recognizing certain 
baseline characteristics and optimizing mechanisms of adaptation (Molina et al., 2014). Factors
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that can contribute to resilience are location; personal resources, such as hope, optimism, and 
sense of coherence (i.e., recognizing the world as meaningful and predictable); motivation; pre­
existing social support; and spirituality (Herth, 1992; Snyder et al., 1991). Interventions can be 
used to teach active stress management, coping skills, mindfulness, and goal setting (Herth,
1992; Snyder et al., 1991). Another intervention that can be used to have a positive impact on the 
patient is the communication between the care provider and the patient (Loghmani, Borhani, & 
Abbaszadeh, 2014).
Breast cancer radiotherapy can be an emotionally difficult experience. Despite this, few 
studies have examined the effectiveness of psychological interventions to reduce negative affect. 
Schnur and colleagues (2009) performed a study that examined 40 women undergoing breast 
cancer radiotherapy. This study looked at the effectiveness of a multimodal psychotherapeutic 
approach, that combined cognitive-behavioral therapy and hypnosis (CBTH), to reduce negative 
affect and increase positive affect (Schnur et al, 2009). Participants were randomly assigned to 
receive either CBTH or standard care and self-reported measures of positive and negative affect. 
This study supports the use of CBTH with women undergoing breast cancer radiotherapy to 
reduce negative affect and to increase positive affect during the radiotherapy treatment regimen 
(Schnur et al, 2009). The CBTH intervention has the potential to make the difficult experience of 
breast cancer radiotherapy easier for women to bear.
The Molina et al. (2014) and Schnur et al. (2009) articles are timely because health care 
providers and researchers have highlighted the importance of resilience at each phase of the 
cancer continuum. The majority of research concerning resilience was conducted during patients’ 
survivorship, including 72% of patients, and only 14% of patients being studied during 
treatment. Although resilience baseline characteristics, mechanisms, and outcomes were found
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throughout the continuum, the representation of each varied across different stages (Molina et al.,
2014). Another study conducted by Deshields and colleagues (2016) found that resilience is both 
an outcome and a dynamic process that can be fostered in patients with cancer.
The stages and characteristics documented in Molina and colleagues’ (2014) study can be 
applied to individuals who have been diagnosed with a chronic disease. Some individuals with 
chronic illness report positive changes in their lives as a result of a diagnosis with a chronic or 
life-threatening illness (Steel et al, 2008). A mental health professional such as a BHC can draw 
out the personal characteristics that could positively impact patients’ outlook on their diagnosis. 
In addition to understanding patients diagnosed with cancer, ageing is another important factor as 
it is a natural progression of life presenting several challenges (Lock & Belza, 2016).
Ageing
In many countries, a critical shift is needed in clinical care for older adults. Rather than 
attempting to manage several diseases and symptoms in an individualized fashion, the emphasis 
needs to be on interventions that maximize individuals’ physical and mental health over their 
lifespan (Ilyas, Chesney, & Patel, 2017). This approach requires a change in how services are 
offered and organized by integrating the traditional health care system and social supports. For 
this to happen, organizations must work together in a more coordinated fashion. Evidence 
suggests that integrated health and social care for older adults supports and fosters better health 
outcomes (Hunter, 2006). Older adults can participate in, and contribute to, society longer when 
integrated care is in place. In a survey of older adults in 11 high-income countries, up to 41% 
reported problems with the coordination of care over the past two years (Araujo de Carvalho et 
al., 2017). These findings indicate that the current provision of health care not only fails to
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adequately meet the needs of older people, but also leads to substantial, avoidable costs, both for 
older people and for the health care system (Clarke et al., 2017).
Canada’s society and economy could face a serious challenge in the next 20 years from 
the prospect of an unhealthy aging population, particularly if the population carries the burden of 
chronic disease and disabilities at the same rates that have impacted previous generations (Lock 
& Belza, 2016). Society can individually and collectively transform this challenge into an 
opportunity for prosperity and uphold an individual’s dignity and purpose while aging.
Improving the health of the aging population requires addressing its high rates of chronic disease 
and disability (McPake & Mahal, 2017). The prevalence of chronic conditions and disability 
increases dramatically with age from 1 in 5 (19.7%) in the age 45 to 54 group, to 7 in 10 (70.5%) 
for people aged 80 and older (Redfoot, Feinberg, & Houser, 2013).
According to Lutfiyya and colleagues (2012), rural older adults with mental health issues 
are often underserved. Older rural residents are less likely to acknowledge a need for care, less 
likely to report recent mental disorders, and more likely to have an unmet need for mental health 
treatment compared with nonrural residents of a similar age (Lutfiyya et al., 2012). Social 
isolation can harm health and quality of life. Limited resources and social isolation can often 
make the treatment of depression in rural communities immensely difficult (Pendse & Nugent,
2017). For the older adult, loneliness or lack of social engagement is associated with increased 
mortality. Rural communities need mental health services that proactively work against that 
isolation and are accessible and affordable regardless of location or economic class (McPake & 
Mahal, 2017).
As a person ages, major life events such as the loss of a social network or a social role 
can result in poor health and diminished physical, cognitive, or mental functioning, as well as a
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reduction in income and resources (Charles, & Carstensen, 2010). These losses can have a 
negative impact on older adults whose mental health needs may not be being addressed.
Improved outcomes for older adults are possible when medical professionals incorporate a more 
holistic approach, which shifts the focus away from providing medical services to addressing 
social determinants of health (McPake & Mahal, 2017). To achieve this holistic approach, 
integrated care must be implemented within the medical centre. Integrated care views all aspects 
of the patient’s physical and mental health while working as an interconnected team with the 
patient. Integrated care and primary care networks, which are examined next, have the potential 
to counteract this inequality for some rural residents (Government of Alberta, Alberta Health, 
n.d.).
Integrated Care
According to the National Institute of Mental Health (2017), integrated care connects 
primary health care and mental health care in one setting in the hopes of meeting all the patient’s 
health needs. Care can be integrated in several ways, and centers may be called different names, 
such as “Health Homes,” “Collaborative Care,” or “Medical Clinic” (National Institute of Mental 
Health, 2017). Integrated care can also be delivered in different ways, depending on who is 
providing the care, such as a BHC; what type of care is being provided; where the caretaking is 
located; and how services are being coordinated (National Institute of Mental Health, 2017). This 
effort to integrate care serves as a critical model for multiple reasons: (a) patients with common 
physical health conditions have higher rates of mental illness; (b) older adults with a severe 
mental illness have higher rates of chronic physical diseases and die earlier than the general 
population; and (c) a primary care settings, such as a doctor’s office, provide approximately 50%
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of all mental health care for patients with psychiatric disorders (National Institute of Mental 
Health, 2017).
Implementing integrated care helps both providers and patients; the focus is on meshing 
the professional competencies of mental health providers and primary care clinicians with 
feedback from the community being served (National Institute of Mental Health, 2017). As such, 
this model facilitates a team-based approach in which mental health care and general medical 
care are offered in the same environment to help address the physical health problems of patients 
with severe mental illnesses (National Institute of Mental Health, 2017).
The patent has a better chance for positive health outcomes with holistic treatment. 
Although most primary care providers can treat mental disorders, mainly through medication, 
this type of intervention may not be enough for some patients (Wills & Holmes-Rovner, 2006). 
The National Institute of Mental Health (2017) noted that it has been difficult, historically, for 
primary care providers to offer adequate, high-quality mental health care when working alone. It 
has been estimated that 25% of the U.S. population is affected by a mental or behavioral disorder 
throughout their lifespan (Ahmedani, 2011). This concern has contributed to 12% of the nation’s 
burden of disease and is projected to increase (Hugo, Boshoff, Traut, Zungu-Dirwayi, & Stein, 
2003).
In the United States, the majority of adults with mental health and substance use 
disorders do not receive treatment (Nicholls & Haggarty, 2007). Padwa and colleagues (2016) 
found that many of the gaps between mental health and substance use were associated with 
limited delivery, skills, and knowledge related to substance use medications. Although many 
outer (sociopolitical, funding, leadership) and inner (organizational and individual 
characteristics) contextual factors impact the development of integrated care (Chipp et al., 2011),
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connecting mental health services and primary care services can reduce costs, increase the 
quality of care, and, ultimately, save lives (National Institute of Mental Health, 2017).
Physicians are well equipped for the biomedical views of care but need to be better 
prepared to understand and respond appropriately to the psychological, social, and cultural 
dimensions of an illness (Brems et al., 2006). Many physicians believe that providing emotional 
support for families is a source of stress (Bevans & Sternberg, 2012). According to Turner and 
Kelly (2000), medical education must include information on the psychological aspects of 
diseases and their impact on the patient, the patient’s family, and the physicians providing 
treatment. Having effective communication skills is critical in the health care profession. 
Physicians who believe that they have received insufficient training in communication and 
management skills have significantly higher levels of distress than those who think they have 
sufficient training (Ranjan, Kumari, & Chakrawarty, 2015). At the individual level, people need 
to be educated on the importance of positive mental health and well-managed mental illnesses 
(Nicholls & Haggarty, 2007).
The healthcare industry has been struggling for effective ways to manage chronic disease 
and illness (Radzwill, 2002). The cost of a disability leave for a mental illness is about double 
the cost of a leave due to a physical illness (Dewa, Loong, & Bonato, 2014). Fortin and 
colleagues (2016) conducted a study focused on the integration of chronic disease prevention and 
management services into primary care settings. They found that the intervention group showed 
improvement in six of the eight health education impact questionnaire domains. Disease 
management strategies such as healthy eating, physical activity, tobacco avoidance, and 
emotional coping are similar across most chronic diseases (Morrin, Britten, Davachi, & Knight, 
2013). Fortin and colleagues (2016) concluded that integrating chronic disease prevention and
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management services shows positive and promising results. This practice would help to achieve 
the primary care goal of high-quality care for patients with chronic diseases. The integration of a 
chronic disease management program can improve health system efficiencies and provide a more 
patient-centered approach (Clarke et al., 2017). Also, rural compared to non-rural residents have 
higher rates of chronic illnesses and life-threatening conditions, such as cancer, heart disease, 
diabetes, and arthritis (Warner, 2005).
Integrated care in rural areas. Health care providers face challenges in rural service 
delivery due to the unique circumstances of rural living (Chipp et al., 2012). Despite efforts to 
provide collaborative health care services and reduce inequalities, most developed countries face 
serious challenges in achieving collaborative health care delivery in rural areas (Weinhold & 
Gurtner, 2014). This challenge combines to both create and sustain mental health problems in 
rural areas (Murray & Keller, 1991). According to Weinhold and Gurtner (2014), barriers to 
rural integrated health care fall into five categories: provider shortages, unfair distribution of 
services, quality deficiencies, access limitations, and inefficient use of health care services. 
Having optimal access to health services is vital to achieve the best health outcomes, including 
overall physical, social, and mental health status, as well as to prevent disease and disability 
(Shah, Milosavljevic, & Bath, 2017). This was noticed by president George W. Bush in 2002 
when he announced the President's New Freedom Commission on Mental Health. The goal of 
the commission was to provide recommendations to improve the mental health systems that 
would allow adults with serious mental illness and children with serious emotional disturbance to 
live, work, learn; and participate fully in their communities (Hogan, 2004).
When attempting to define rural, it is important to include many factors such as 
population size, distance to and from urban areas, and the level of economic and industrial
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development. Identifying a concrete definition of rural can be challenging because several 
variations of the definition exist. One version being the U.S. Census Bureau’s definition, which 
defines rural as the opposite of urban. After creating a definition of urban, rural was everything 
else that was left. Rural is measured as being any area outside of a city or town with 2,500 or 
more residents. (Ratcliffe, Burd, Holder, & Fields, 2016). In 2010, there were 486 urbanized 
areas and 3,087 urban clusters in the United States (Ratcliffe et al., 2016).
Another definition of rural comes from The Office of Management and Budget [OMB]. 
This defines rural in terms of metropolitan or micropolitan (OMB, 2015). Metropolitan refers to 
places that have at least a population of 50,000, residents with a heighten sense of social and 
economic integration and this includes 25% of the surrounding population commuting for work. 
Micropolitan refers to places that have a population between 10,000 and 50,000 residents with 
the same degree of commuting to work. This metro and micro classification make up 
approximately 94% of the U.S. population (OMB, 2015), with nonmetropolitan or rural 
constituting the remaining 6%.
According to Caxai and colleagues (2016), practitioners in rural areas come across 
particular challenges in providing psychological services, ranging from disparate rates of mental 
disorders to unique circumstances in treating special populations. Even though there has been a 
focus on rural mental health for more than 30 years, rural communities still face challenges 
accessing psychological services (Chipp, Johnson, Brems, Warner, & Roberts, 2008). Some 
reasons for the occurrence of these shortages are related to physical/infrastructural, professional, 
educational, sociocultural, economic, and political issues (Weinhold & Gurtner, 2014). Two 
relatively consistent characteristics across rural populations are poverty and payment for services 
(Hunter, 2006). Approximately 14% of residents who live in rural areas of the United States live
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below the federal poverty line, compared to 11% of urban residents (Economic Research 
Service, 2004). Poverty rates tend to be even higher for rural residents from various minority 
groups. For example, in the United States, 33% of rural people identifying as African American 
and 27% of rural residents of Hispanic descent live below the poverty line (Economic Research 
Service, 2004).
Rural residents have been shown to have higher levels of depression, substance abuse, 
domestic violence, incest, and child abuse than residents of urban areas (Caxai, 2016). Up to 
50% of mental illness is associated with substance use disorder in rural areas (Brunette, Mueser 
& Drake, 2004). People in rural areas also have higher rates of suicide than people in urban areas 
(McFaul et al, 2014), and rural residents in racial or ethnic minority groups are at higher risk 
than the general rural population (Chipp et al., 2008). These findings support the need for rural 
primary care providers to understand how to address the mental health concerns of rural 
residents.
Approximately 34 to 41% of patients in primary care in rural areas have a diagnosable 
mental health disorder (Sears, Evans, & Kuper, 2003), and the integration of a BHC presents a 
significant opportunity for prevention. Detection of a patient’s risk factors and hints of mental 
illness usually begin in a primary care setting; up to 40% of patients seeking primary care 
services will struggle with a mental illness (Jenkins & Strathdee, 2000). Additionally, over 40% 
of patients with mental health needs will first seek treatment in a primary care setting (Smalley et 
al., 2010). These numbers highlight the need for increased access and quality of mental health 
care in rural areas through integrated care. Up to 70% of patients are diagnosed and treated for 
more pressing mental health disorders such as depression, substance use abuse, and anxiety in a 
primary care setting (Goodrich, Kilbourne, Nord, & Bauer, 2013). According to Pendse and
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Nugent (2017), in many cases “non-psychiatrist” physicians provided almost one half of the 
patient visits resulting in a diagnosis of a mental disorder and approximately 85% of all 
psychoactive drug prescriptions” (p. 7). There is also a need to “screen for mental disorders in 
primary healthcare, across the lifespan, and connect to treatment and supports” (Smalley et al., 
2010, p. 481). Integrating primary care and a BHC into the care setting are ways to increase 
access to, and use of, mental health services in rural areas (Smalley et al., 2010). Programs and 
improvements must be tailored to the needs of the specific rural community (Douthit et al.,
2015).
According to Goodrich and colleagues (2013), integration of primary care and mental 
health services provides a valuable opportunity to improve access to mental health services. The 
National Association of Medicaid Directors (n.d.) has expressed the need for behavioral health 
care services to operate more efficiently, effectively, and rationally. The integration of 
behavioral health into medical care is associated with positive results including improved patient 
health outcomes, provider satisfaction, and cost-offset (Lewis & Myhra, 2017). McGough and 
colleagues (2016) have emphasized the importance of fostering a referral network, informing 
physicians of the severity of mental health in rural areas, and heightening the awareness of the 
importance of noticing depression and substance abuse at the time of routine medical care. These 
recommendations place additional responsibility on rural mental health practitioners to serve as 
advocates and to reach out to physicians and other physical health professionals for guidance and 
education (Tice et al., 2015).
According to Flanagan, Damery, and Combes (2017), creating and sustaining effective 
integrated care is difficult. Residents in rural communities display stigmatizing views about 
psychotherapy and have fewer economic resources (Cohn & Hastings, 2013). For mental health
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counselors to be more successful while working in rural areas, they can create a collaborative 
network, be visible in the community, negotiate boundaries, and integrate themselves into the 
community (Wexler & Gone, 2012). Counselors often have to become an integral part of the 
community to be accepted as a credible mental health resource (Corey, Corey, Corey, &
Callahan, 2014). If counselors isolate themselves from the surrounding community, they are 
likely to alienate potential clients and, in turn, reduce their effectiveness in the settings in which 
they work (Corey et al., 2014).
Overall, several factors make integrating care challenging, such as accessibility, 
acceptability and availability of mental health services in rural areas. These areas are at particular 
risk of experiencing a lower quality of care compared to their urban counterparts. Care is lacking 
not only for patients with a chronic disease but for all rural residents. The information gathered 
in this section has brought to light that it is not solely rural residents with a chronic disease 
whose mental health is at risk. In general, rural populations are at risk of developing a serious 
mental health concerns and are likely to face these challenges without support from a 
professional mental health care provider. Contributing factors in regard to accessibility, 
acceptability and availability are discussed next, and each of them may accelerate poor mental 
health and increase the need for more measures to be taken.
Accessibility
Johnson and colleagues (2006) found that having access to mental health and addiction 
services in both acute and primary health care settings is a serious challenge for many rural 
communities. In many rural areas, the local needs are higher than the services available (Strasser, 
2003). According to Hunter (2006), the challenge of accessibility is due to the lack of knowledge 
of when serves are needed, where to receive services, transportation to and from services, and
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payment of services. A decline of health care outcomes for those with mental illness means that 
accessibility of integrated models is critical to support good physical and mental health care and 
is even more critical in rural areas where location and structural issues are barriers (Fitzpatrick, 
Perkins, Luland, Brown, & Corvan, 2017). A study conducted by Johnson, Brems, Warner, and 
Roberts (2006), stated that rural residents face significant disparities for access to care providers, 
especially as educational requirements and need for specialization increase for the care provider. 
These disparities have become a fact of life for rural residents, especially in very remote regions 
of states with remote areas. Poor access to health care services can affect individuals in many 
ways, which can lead to unmet health needs. In Canada, there is a growing concern that the 
health system is not as responsive and accessible as it could be for some geographical regions 
(Johnson et al., 2008). For example, many rural residents have poorer health, a shorter life 
expectancy, and higher rates of disability compared to those living in urban centers (Mitton, 
Dionne, Masucci, Wong, & Law, 2011).
Accessibility of health care service in rural Alberta can bring challenges and requires the 
implementation of many interventions to ensure the best quality of care for residents. In rural 
Alberta, primary health care services are the front line of health care or wellness advice (Starke 
et al., 2015). Health care, including mental health care, is a provincial or territorial responsibility, 
although it is regulated by the federal Canada Health Act 1984 (Kisely, Adair, Lin, & Marriott,
2015). Under this legislation, all Canadian residents are entitled to inpatient or outpatient 
medical care that is free at the point of delivery (Kisely et al., 2015). Services aim to treat health 
issues or injury and diagnose or manage physical and mental health conditions. Services can be 
provided in many ways, such as in the patients’ homes, in public or community health sites, at 
schools, in workplaces, or at primary care clinics (Caxai, 2016). Primary health care services
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allow people to stay healthy, age in place, and participate meaningfully in the life of their 
community (Starke et al., 2015). Areas that are greatly impacted as a result of accessibility are 
unemployment rates, distress of rural caregivers, and the negative impact this has on ethnic and 
racial minorities
Unemployment. Individuals with a mental illness are much less likely to be employed. 
Unemployment rates are as high as 70% to 90% for people with the most severe mental illnesses 
(McFaul et al., 2014). In any given week, at least 500,000 employed Canadians are unable to 
work due to mental health problems (Alberta Mental Health Board, 2005). Mental health 
problems and illnesses are rated one of the top three drivers of both short- and long-term 
disability claims by more than 80% of Canadian employers (Mental Health Commission of 
Canada, 2014). Approximately 21.4% of the working population currently experience mental 
health problems and illnesses that potentially affect their work productivity (Mental Health 
Commission of Canada, 2014).
Paul & Moser (2009) examined the effects unemployment had on an individual’s mental 
health. A meta-analytic review found the average number of individuals with psychological 
issues among the unemployed was 34%, while employed individuals were 16%. Unemployed 
individual showed twice the level of psychological distress than individuals who were employed 
(Paul, & Moser, 2009). The 2011Canadain National Household Survey indicated the 
employment rate for people aged 25 to 64 was 62.5 % among Aboriginal, 57.1% for First 
Nations, 58.6% for Inuit, 71.2% of Métis and the employment rate for non-Aboriginal people 
was 75.8 %. The most common reasons for these employments rates are shortages of jobs, 
lacking the necessary work experience and not having the necessary training and education. In 
addition, First Nations people reported not having transportation off the reserve in order to
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access employment opportunities (Statcan, 2011). The relationship between unemployment and 
poor health has been well documented. Individuals who are unemployed tend to have higher 
levels of impaired mental health including depression, anxiety, and stress, as well as higher 
levels of mental health hospital admissions, and chronic diseases (Pharr, Moonie, & Bungum, 
2012). Residents who are unemployed may have to rely on loves ones to support and care for 
them during this time. In addition to loved ones supporting family members who are 
unemployed, they are also vital in caregiving roles as people age or struggle with an illness.
Rural caregivers. In rural settings, people may choose to care for their elderly family 
members; this choice could be due to a family obligation, connectedness to their loved one, 
mistrust of the medical system, or a lack of financial resources (Gerdner, Tripp-Reimer, & 
Simpson, 2007). This tendency reiterates the importance of implementing therapeutic 
interventions in rural areas because giving steady care to an elderly family member can be 
exhausting, both physically and emotionally (Brijoux, Kricheldorff, Hüll, & Bonfico, 2016). 
Filling the role of a caregiver in rural areas can bring an enormous amount of pressure and 
responsibility that are often combined with isolation and scarce access to resources (Talley, 
Chwalisz, & Buckwalter, 2011). Research has suggested that family caregivers often spend at 
least six hours per day addressing the needs of their patient, often foregoing their own activities 
or work (Glueckauf et al., 2005).
Ehrlich, Emami, and Heikkilä (2017) conducted in-depth interviews with 11 urban and 12 
rural family caregivers of people with dementia. Emerging from this study were three ways of 
approaching caregiving, which were common for both areas: accepting the course of life, 
preserving normalcy, and fulfilling obligations (Ehrlich et al., 2017). Each approach can lead to 
psychological distress, such as anxiety and depression. These conditions are frequent for
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caregivers, and, sadly, this stress impacts both the patient and the caregiver’s well-being 
(Kaufman et al., 2010). In rural areas, caregivers are expected to do more with less (Talley et al.,
2011). Distressed caregivers are at a higher risk of developing a mental illness and, as a result, 
are at risk for abusing their loved one (Smalley et al., 2010). More attention needs to be given to 
the mental health concerns that caregivers often face (Talley et al., 2011), but rural areas tend to 
lack resources to help caregivers. One of the most important needs in rural areas is integrated 
care for rural residents serving as caregivers for loved ones. In addition to rural residents serving 
as caregivers, attention needs to be given to those ethnic and racial minority members who are 
rural residents given the inequalities imbedded in the health care system.
Ethnic and racial minorities. Many Indigenous tribal lands and First Nations 
reservations are located in rural communities. Indigenous people suffer from the highest health 
disparities in Canada and experience significant barriers in health care (Lavoie, Wong, Katz, & 
Sinclair, 2016). Indigenous communities have significantly higher rates of suicide than non­
Native communities in North America (Wexler & Gone, 2012). Lewis and Myhra (2017) 
examined selected articles that displayed a wide range of outcomes after the implementation of 
integrated care in Indigenous communities. Outcomes included improved physical and mental 
health symptoms, reduced substance use, improvements in education and employment status, and 
decreased involvement with the criminal justice system (Lewis & Myhra, 2017). They noted that 
although integrated care appears to be an effective system of care for Indigenous people, 
interventions that additionally integrated culturally relevant health beliefs and practices 
experienced the largest gains in health outcomes (Lavoie et. al, 2016). Rural residents who are 
from an ethnic or racial minority and who do not have access to integrated care will remain to be 
presented with higher levels of mental health disorders and dipartites.
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Ethnic minority groups, who already face racism, prejudice and discrimination, suffer 
double stigma when faced with the burdens of mental health disorders. This combination results 
in a decline in treatment and well-being (Gary, 2005). In some circumstances, residents with a 
psychiatric illness who must travel to appointments or who have a stigma associated with mental 
health may choose not to follow through with treatment. Consequently, they may suffer a relapse 
or become unstable, and the person could end up in the emergency room of their local hospital 
(Tice et al, 2015). Patients who have been diagnosed with a mental illness may not be fully 
aware of what their illness means and in turn do not follow their treatment plan, which can result 
in their frequent return to the hospital. Even if rural residents had access to mental health 
services they may experience intense fear of the acceptability of services, which could deter 
them from seeking help.
Acceptability
Acceptance of receiving psychological services in rural areas is lower due to the 
increased stigma and decreased anonymity (Warner et al., 2005). Health care providers are 
usually caring individuals who make it their life’s work to help patients, yet stigma has been 
identified as one of the primary barriers to access and receive care (Abbey, Charbonneau, 
Tranulis, & Moss, 2011). Ungar et al. (2016) noted that a lack of acceptability of mental illness 
has become an important focus of policy, research, education, and intervention work. Accurate 
information may help to minimize the fear and prejudice surrounding mental health care (Barron,
2016). Finding services in a tight-knit rural community can result in the entire community 
becoming aware of the one community member seeking psychological services (Caxaj, 2016).
Stigma. As mentioned previously, acceptability of mental health services is a major 
concern in rural areas. Stigma may stop residents who have a serious condition from seeking out
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the support and services they need. Integrated care appears to be an intervention that can 
minimize stigma for those seeking care and provide coordinated care to prevent or reduce health 
care disparities in rural areas. Fighting against stigma in health care is not an easy task (Ungar, 
Knaak, & Szeto, 2016). Depression is associated with stigma (Roberts et al., 2007), and Chan 
and Mak, (2016) noted that some rural older adults view the use of a mental health care 
professional to be shameful, a sign of weakness, or as a failure on their part. Negative attitudes 
held by older rural adults in regard to mental health services impact both usage and delivery in 
rural settings (Lutfiyya et al., 2012). Older adults may also fear that they will be found mentally 
incompetent and lose some of their independence if they see a therapist (Brems et al., 2010). 
People who have been diagnosed with depression, or other mental illnesses, and are subsequently 
stigmatized may lose interest in work and have difficulty concentrating or making decisions 
(Warner et al., 2005). Tasks that may have once seemed manageable do not anymore. According 
to Lai et al. (2000), stigma can make people feel lazy, inefficient, unproductive, and emotionally 
weak. It is essential that clinicians are sensitive to these problems and are trained to address them 
(Caxaj, 2016). Stigma can impact self-esteem, put a strain on relationships, and cause job loss 
(Lai, Hong, & Chee, 2000).
There is a major concern that the fear of being labelled “mentally ill” will stop rural 
resident from seeking the care they need (Thornicroft, 2008). Reducing the stigmatization of 
mental health is critical for rural residents given that acceptability of receiving mental health 
services appears to be a major factor when examining why rural residents’ mental health needs 
may not be getting addressed. If rural residents in fact, do decide to seek out mental health 
services they may not be able to because of a lack of available services in their community.
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Availability
Douthit and colleagues (2015) noted that even after the introduction of the Affordable 
Care Act, health care inequalities persist in the United States. Research delineates persist 
challenges and barriers in rural health care such as provider shortages, depression, suicide, high 
use of emergency department and ethical dilemmas. When these challenges are combined, they 
can lead to health care disparities and a lower quality of health care for rural residents (Chipp et 
al., 2008). Irregular physician care delivered in isolation of other health care services is not 
appropriate for rural communities (Starke et al., 2015) given the high level and complexity of 
need in these areas. In many places, this isolated approach has resulted in a “revolving door” or 
“Band-Aid solutions” (Barron, 2016). Barron (2016) has noted, however, that the revolving door 
syndrome can be exacerbated by patients’ resistance to treatment and lack of knowledge about 
their own conditions. Limited professionals in rural areas further exacerbate the patient’s ability 
to accept treatment, fully understand their conditions, and engage in a treatment protocol.
Based on professional shortages, depression, suicide, emergency visits and ethical 
dilemmas, it appears there is a strong need for the mental health needs of patients who 
experience chronic disease, and other medical concerns in rural primary care settings.
Subsequent sections address the specific needs of these patients and how these needs are 
currently being addressed.
Professional shortages. According to Warner and colleagues (2005), a lack of 
availability is due to a shortage of mental health professionals, which is created by the challenge 
of recruiting and retaining providers. Low salaries, limited social or cultural outlets, and an 
increased risk of ethical dilemmas in rural practice are believed to contribute to these challenges 
(Warner et al., 2005). More than 85% of the shortages in mental health professionals are in rural
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areas; in the United States, residents in one-half of all counties do not have access to a 
psychologist, psychiatrist, or social worker (American Psychological Association, 2001). When 
individuals in rural areas decide to seek care, they experience difficulties finding care providers 
due to extreme shortages in mental health care services that exist in rural communities (Brems et 
al., 2006). Together, these challenges create and sustain mental health problems in rural 
communities (Chipp et al., 2011).
Primary care physicians are likely to be the front-line clinicians for mental health care, 
even though they are likely to have received only minimal training in mental health care 
(Smalley et al., 2010). Many health professionals have reported feeling underprepared to 
manage the complex social, psychological, and psychiatric needs in their communities (Dixon, 
Holoshitz, & Nossel, 2016). Due to these challenges rural residents are thus a vulnerable 
population when it comes to mental health and mental health care (Letvak, 2002).
It is common for patients with a diagnosed mental disorder to be treated and cared for by 
nonspecialist providers of the primary care team (Jenkins & Strathdee, 2000). Peters and 
colleagues (2011) conducted a study focused on examining the experiences of nonspecialist 
nurses when delivering psychological interventions in a primary care setting. Results of their 
study identified four types of challenges: (a) being an inexperienced therapist, (b) engaging 
patients in the therapeutic model, (c) dealing with emotions, and (d) navigating the complexity of 
primary care (Peters et al., 2011). Primary care networks have become increasingly complex and 
fragmented. Medical professionals are pressed for time and patient loads have increased. The 
professionals involved do not always have systems in place to effectively communicate with 
each other regarding patient care. Each challenge has the potential to cause tension between 
nurse and patient, resulting in the patient’s care and the nurse’s confidence being compromised.
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For effective integration of behavioral health in primary care settings to occur, training needs 
must be addressed before implementing psychological interventions within routine clinical 
practice, and regular supervision is vital for these efforts to be successful (Peters et al., 2011).
Therapists working in rural areas may need to be trained as generalists in their practice 
because there are limited referral options, and onsite therapists must be competent to treat a 
diverse range of needs. Few mental health specialists practicing in or consulting with rural 
communities are available for patient care (Hutten-Czapski, 2001). This may lead to therapists 
practicing with couples, families, or children, with little formal training in the specific area, to 
meet the needs of the rural population (Brems, 2006), which can negatively impact rural 
residents who may want a more specialized service. As such, there is an increasing need for 
continuing interprofessional education in mental health intervention in rural areas (Heath et al.,
2015). In addition to therapists providing several diverse mental health services, there are higher 
rates of depression in rural areas. When there are professional shortages, this leaves rural 
residents who suffer from depression not being properly cared for or diagnosed. These needs are 
not being met for individuals who living in rural communities.
Depression. Untreated or undertreated mental illnesses have serious consequences; 
people with severe mental illness tend to die 13 to 30 years before the general population from 
medical conditions that could have been helped by a primary care provider (National Institute of 
Mental Health, 2017). Depression is one of the most common diagnoses in primary care, and 
primary care in turn provides the majority of care for patients with depression, yet fewer than 
20% of depressed patients are seen by a psychiatrist or psychologist (McGough, Bauer, Collins,
& Dugdale, 2016). This leaves rural individuals with depression to rely more on antidepressant 
medications than on mental health services (Fortney, Harman, Xu, & Dong, 2010). Untreated
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psychological disorders such as depression and anxiety disorders can lead to excessive and 
inappropriate utilization of health care, and as a result patients’ untreated mental illness can 
develop into chronic conditions, which rob society of productive members and increase health 
care costs (McIlwraith & Dyck, 2002). The primary care behavioral health model has 
demonstrated improved outcomes for depression and general mental health functioning.
However, without the behavioral health model there are over 70% of primary care visits that 
stem from psychosocial issues (Runyan & Serrano, 2017). Tice et al., (2015) conducted 
randomized trials of integrated care for depression that showed benefits for integrated care in 
improving symptoms of depression compared with usual care. Individuals who have severe 
depression that is not well managed or taken care of could consider more serious actions like 
suicide. High rates of depression and suicide are both harsh realities many rural communities 
have to face. If these mental health needs are not address they will continue to rise.
Suicide. A unique challenge of working in rural areas has to do with the rates of suicide. 
According to Hirsch and Cukrowicz (2014), suicide is a significant public health problem at a 
global level. In Alberta, the suicide rate in young males has quadrupled in the past 25 years 
(Barron, 2016). Suicide occurs at a greater rate in rural areas than in urban areas (Allen, 
Levintova & Mohatt, 2011). Suicide rates are highest in rural areas among adults aged 65 and 
over (Fiske et al., 2006). More than 4,000 Canadians per year die by suicide, an average of 
almost 11 suicides a day (Navaneelan, 2007). More than 75% of suicides involve men, but 
women attempt suicide 3 to 4 times more often (McFaul et al, 2014). In Alberta, suicide claims
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more lives annually than other more openly discussed issues such as motor vehicle collisions, 
AIDS or homicide (Alberta Centre for Injury Control and Research, 2000).
Suicide affects Alberta’s entire society directly and indirectly and Albertans living in 
rural areas are at an increased risk of dying by suicide (Alberta Mental Health Board, 2005). 
Research shows that many people visit their primary care physician instead of a mental health 
provider for mental health problems and that up to 88% of patients who die by suicide had 
contact with their primary care physician at some point during the year prior to their suicide 
(McFaul et al, 2014). Other factors of concern in rural older adults are physical abuse, isolation, 
and increasing dependence (Hunter, 2006). In rural communities, suicide interventions must be 
community driven, culturally acceptable, and feasible considering local resources (Hirsch & 
Cukrowicz, 2014). A result of these high mental health needs not being properly addressed, rural 
residents visit their primary care centers and emergency departments more frequently than if 
their mental health needs where met.
Emergency departments. In many communities, the emergency department has become 
the default primary care service when residents cannot get in to see a physician promptly. Over 
12 million visits to emergency departments are individuals with behavioral health disorders 
(Behavioral Health and Prevention, 2012). In many places, this approach has resulted in a 
“revolving door” or “Band-Aid solutions” (Starke et al., 2015, p. 6). A behavioural health 
consultant is needed to help minimize the excessive use of emergency departments. According to 
Tice el al., (2015) up to 70% of physician visits are for issues with a behavioral health 
component and a similar proportion of adults with behavioral health conditions have one or more 
physical health issues. In addition to physicians providing several diverse services, they also live
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in rural communities where having several roles can bring unique challenges and ethical 
dilemmas.
Ethical dilemmas. Managing boundaries and dual relationships are everyday realities 
experienced by therapists who live and practice in small communities (Helbok, 2003). 
Interactions outside the counseling session are more likely to occur in a rural community; 
counselors might attend the same community activities or church as the clients they serve 
(Roberts, Johnson, Brems, & Warner, 2007). According to Roberts and colleagues. (2005), rural 
mental health providers reported their patients expressing more issues about knowing the 
professional in both a professional and personal setting, had more concerns involving 
confidentiality, and experienced heightened concerns about stigmatizing illnesses. This can have 
an impact on the mental health professional and the rural resident. The risk for dual relationships 
is higher when working with children and families in rural communities compared to therapists 
who work in and residents who seek treatment in an urban area (Warner et al., 2005).
As a result of professional shortages, depression, suicide, emergency visits and ethical 
dilemmas put rural residents at particular risk of unmet mental health needs. Rural areas 
worldwide are at a heightened risk due to the factors discussed regarding accessibility, 
acceptability and availability. This shows how each of these have the potential to accelerate poor 
mental health and increase the need for more measures to be taken. In particular, Alberta, Canada 
will be discussed in the next sections.
Alberta, Canada
According to Starke and colleagues (2015), Alberta was established on the foundation of 
hard work, industry, and self-reliance. Early pioneers created communities and developed a 
predominantly rural way of life based on agriculture. Early on, residents recognized a need for
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health care services. Therefore, hospitals were assembled, doctors and nurses administered care, 
and community members helped their facilities and caregivers by coordinating foundations 
(Starke et al., 2015).
The wealth formed from rural Alberta, through oil and gas production, agriculture, 
mining, and forestry, has created the strongest economy in North America (Starke et al., 2015). 
As Alberta grew, populations migrated to urban centers, and other industries gained momentum 
(Starke et al., 2015). This momentum has had a negative impact on rural residents’ access to 
health care because medical centres that were being accessed in rural communities now moved 
primarly to urban communities. However, people who desire to live and work in rural areas of 
Alberta want to do more than accept and adapt to decreased services. Having access to high- 
quality health care is every bit as important in rural areas as it is in urban areas (Johnson, Brems, 
Warner, & Roberts, 2006).
The College of Registered Psychiatric Nurses of Alberta noted, “There is a huge demand 
for mental health and addiction health services in rural Alberta” (as cited in Starke et al., 2015, p. 
9). In a survey of mental illness, 10% of Canadians over 15 years old reported symptoms 
consistent with at least one of the following: major depressive episode, bipolar disorder, 
generalized anxiety disorder, and abuse of, or dependence on, alcohol, cannabis or other drugs 
(Pearson, Janz, & Ali, 2012). In areas where the need for mental health services is high, but the 
availability of treatment is low, residents felt that more preventive services would be beneficial. 
The populations that are in the highest demand for addiction and mental health services are youth 
and older adults (Starke et al., 2015). Some of these high demands may be alleviated by using 
technology advances that would make availability of treatment easier to access.
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Many communities had a positive outlook on the potential use of telehealth psychiatry 
services (Caxai, 2016), and researchers have begun examining telehealth approaches as an 
alternative that may address some of these challenges to meeting mental health needs in rural and 
remote settings (Pendse & Nugent, 2017). Telepsychiatry programs, which can include 
consultation with primary care providers as well as direct counselling and treatment, exist 
throughout all of Canada (Caxaj, 2016). Telehealth approaches have involved videoconferences, 
texting, and phone calls, and are generally delivered by a trained, licensed provider (Pendse & 
Nugent, 2017). According to Pendse and Nugent (2017), accumulating evidence has supported 
the outcomes of telehealth interventions as comparable to face-to-face interventions. Lutfiyya et 
al. (2012) suggested that the use of telephone-based mental health services combined with care 
coordination from a behavioral health specialist could be a viable option for extending needed 
mental health care to rural residents. Telehealth is an option for mental health needs to be 
addressed not only for residents with a chronic disease, but for all community members.
This is important because one in four Canadians experiences a mental health or addiction 
problem through their lifetime (Hanisch, et al, 2016). Multiple sources reported that annually 
mental health disorders cost Canada’s economy over $50 billion annually (Lurie, 2014). The 
Conference Board of Canada stated in a report that depression costs the economy at least $32.3 
billion annually, while anxiety costs another $17.3 billion a year. A growing body of 
international evidence shows that prevention, promotion, and early intervention initiatives have 
positive returns on this heavy investment (Lawrence, & Kisely, 2010).
Primary Care Networks in Alberta, Canada. The Government of Alberta, Alberta 
Health (n.d.) established PCNs in 2003 through the Primary Care Initiative. Alberta now has 42 
PCNs involving more than 3,800 physicians and the full-time-equivalent of over 1,000 health
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care providers. PCNs provide services to close to 3.6 million Albertans, and the Alberta 
government offers additional funding to hire other health professionals to enhance services to 
patients (Government of Alberta, Alberta Health, n.d.). Each network can create programs and 
provide services in a way that works locally to meet the specific needs of patients.
PCNs, groups of family doctors who work with Alberta Health Services and other health 
professionals to coordinate the delivery of primary care services for their patients (Government 
of Alberta, Alberta Health, 2016, p. 14) are the most common model of team-based primary 
health care delivery in Alberta. The aim of this model is to strengthen the health care system as 
growing evidence has suggested stronger primary care contributes to healthier populations 
(Housden, Browne, Wong, & Dawes, 2017), including mental health primary care providers who 
see the need for increased mental health services by implementing a BHC in their community 
need to create partnerships in the community and throughout their professional networks in order 
for integrated care to be viable in rural areas (Lutfiyya et al., 2012). One strategy for 
implementing integrated care involves group medical visits (GMV). These enable health care 
providers to work together to deliver services to patients in a group format, rather than the 
conventional single-patient, single-provider format (Housden et al., 2017). Patients who are 
experiencing the same chronic condition can attend a GMV to receive care, education, and 
advice in a supportive space. This holistic care approach has been shown to help patients better 
cope with pain, improve agency, better navigate the health care system, and gain control over 
their health conditions (Lestoquoy et al., 2017).
Rural primary care physicians could be catalysts in minimizing the disparities by 
integrated care (Lutfiyya et al., 2012). Similar to research finding in other rural areas of the U.S. 
and Canada, Alberta’s medical providers state feeling unprepared and under trained to treat
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patients with a mental health illness and the emergency department has become the default 
primary care. Mental health services, such as the work of a BHC, are especially important for 
older adults who suffer from dementia and other mental illnesses that require complex support 
and treatment. To help alleviate some of these concerns, many communities have expressed that 
having in-town mental health and addictions services would be ideal (Smikowski et al., 2009). A 
BHC could work within PCN and help address the mental health needs of all patients, including 
patients who have been diagnosed with a chronic disease (Blakely, Bruggink, Dziadosz, & Rose,
2013). This literature review has presented the key findings that emerged from research. The 
next section summarizes what has been discussed.
Summary of Key Findings 
Early on in the literature review, a major gap was evident in equitable access to health 
care between urban and rural areas. This gap manifested as a significant concern for rural 
communities, collectively and individually. As stated previously, advocating for social justice 
was at the heart of this review. Another framework that influenced this literature review was the 
social work advocacy practice model (Kilbane, Price, & Hong, 2013). This framework guides 
helping professionals in developing, implementing, and evaluating advocacy efforts with the 
understanding of the uniqueness of individuals, groups and communities, and holds strongly to 
tailoring the approach for each community because “one size does not fill all.”
The examination of the first question: “In a rural primary care setting, is there a need for 
addressing the mental health needs of patients diagnosed with a chronic disease?” This was 
answered by reviewing literature on chronic disease models, the management of chronic 
diseases, patient’s experiences of psychological distress following a diagnosis, interdisciplinary 
teams as a model of care, patient resilience as a protective factor, and patient ageing, and each
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topic was considered as it relates to mental health and provision of care. Findings indicate that in 
Canada, 72% of men and 78% of women over the age of 55 have at least one chronic condition 
(Clare et al., 2015). As a result of the high prevalence of chronic disease, chronic disease models 
have been created, such as the CCM (Goodrich et al., 2013; Grover & Joshi, 2015) and the 
Stanford CDSMP (Ulbrich et al., 2017). The CCM is the most studied model for patients with 
chronic disease; patients have shown significant improvement in health outcomes when the CCM 
is fully implemented (Davey et al., 2015). The CDSMP lacks worldwide attention and analysis, 
but it also has been shown to help manage chronic disease (Ulbrich et al., 2017). These models 
are important because there is a significant need for addressing the mental health needs of 
patients diagnosed with a chronic disease. Approximately 57 million deaths that occurred 
globally in 2008 and 36 million of them were due to chronic diseases. Among patients with 
access to primary care who are accurately diagnosed with depression, less than 15% receive 
adequate treatment to gain remission (Goodrich et al., 2013).
Along with managing the physical aspects of a chronic disease, a slew of psychological 
distress often follows a diagnosis. Digesting news of a disease can bring a flood of emotions 
(Bourdeau & Walters, 2013). A BHC could help guide and assist patients following a diagnosis 
to help minimize the psychological distress that is common after and throughout a diagnosis 
(Epping-Jordan, 2004). The BHC would work as part of an interdisciplinary team, collaborating 
with other health care providers to ensure a higher quality of care (Mickan et al., 2010). In sum, 
these findings affirm the need for addressing the mental health needs of patients diagnosed with 
a chronic illness.
After this examination was completed the following subquestion was addressed: “If a 
need for addressing the mental health needs of patients diagnosed with a chronic diseases in rural
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primary care exists, what are their needs and how are they being addressed?” This question was 
answered by reviewing the literature on integrated care, including integrated care in rural areas, 
and the accessibility, availability, and acceptability of mental health services in rural areas in 
general.
Integrated care is the first step towards a more holistic approach when treating patients 
with a chronic disease. Integrated care incorporates the professional competencies of mental 
health providers and primary care clinicians working together to ensure the best quality of care to 
improve positive health outcomes (Ahmedani, 2011). When implementing integrated care into 
PCNs, stakeholders must understand that “one size does not fit all” in planning primary health 
care services in rural Alberta (Starke et al., 2015). Rural PCNs that incorporate integrated care 
into their medical clinics will be able to support and address the mental health needs of patients 
with a chronic disease and patients with other mental health concerns. A goal of the PCNs is to 
emphasize health promotion, disease and injury prevention, and care of patients with complex 
problems or chronic diseases. Incorporating a BHC into the PCN is an effective way to achieve 
these goals. The needs of rural patients cannot be met by the traditional primary care service 
approach as each rural community faces unique challenges with some commonalities driving the 
challenges. Three significant factors including lowered accessibility, acceptability, and 
availability of services results in rural residents suffering higher rates of mental health disorders 
with a tendency to require a higher level of care (Smalley et al., 2010).
The challenge of accessibility is due to the lack of knowledge of when serves are needed, 
where to receive services, transportation to and from services, and payment of services. In many 
rural areas, the local needs are higher than the services available (Strasser, 2003). Areas that are 
greatly impacted as a result of accessibility are unemployment rates, distress of rural caregivers,
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and the negative impact this has on ethnic and racial minorities. Unemployment the rates are as 
high as 70% to 90% for people with the most severe mental illnesses (McFaul et al., 2014). Rural 
caregivers provide steady care to elderly or ill family members, which can be exhausting, both 
physically and emotionally (Brijoux, Kricheldorff, Hüll, & Bonfico, 2016). Indigenous people 
suffer from the highest health disparities in Canada and experience significant barriers in health 
care (Lavoie, Wong, Katz, & Sinclair, 2016). These concerns are all accelerated by the lack of 
accessible mental health services, especially in rural area. But even if rural residents had access 
to mental health services, they may struggle with accepting of services which could deter them 
from seeking help.
Acceptance refers to the willingness of community members to utilize mental health 
services. For many rural residents, there is a major fear of being labelled “mentally ill” and this 
concern will stop rural resident from seeking the care they need (Thornicroft, 2008). Some rural 
residents view the use of a mental health care professional to be shameful, a sign of weakness, or 
as a failure on their part. Integrated care appears to be an intervention that can minimize stigma 
for those seeking care and provide coordinated care to prevent or reduce health care disparities in 
rural areas.
Availability refers to the persistent challenges and barriers in rural health care such as 
provider shortages, depression, suicide, high use of emergency department and ethical dilemmas. 
provider shortages. More than 85% of the shortages in mental health professionals are in rural 
areas; in the United States, residents in one-half of all counties do not have access to a 
psychologist, psychiatrist, or social worker (American Psychological Association, 2001). This 
shortage is due to the challenge of recruiting and retaining providers, low salaries, limited social 
or cultural outlets, and an increased risk of ethical dilemmas in rural practice are believed to
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contribute to these challenges (Warner et al., 2005). Professional shortages leave rural residents 
who experience depression not being properly care for or diagnosed. Untreated or undertreated 
mental illnesses have serious consequences; people with severe mental illness tend to die 13 to 
30 years before the general population from medical conditions that could have been helped by a 
primary care provider (National Institute of Mental Health, 2017). The Conference Board of 
Canada reported that depression costs at least $32.3 billion annually, while anxiety costs another 
$17.3 billion a year. Along with depression and other mental health concerns is suicide. Over 
4,000 Canadians per year die by suicide, an average of almost 11 suicides a day (Navaneelan, 
2007). Due to these high needs, over 12 million visits to emergency departments are comprised 
of individuals with behavioral health disorders (Behavioral Health and Prevention, 2012).
In addition to physicians providing several diverse services, they also live in rural 
communities where having several roles can bring unique challenges and ethical dilemmas. 
Availability also refers to the lack of necessary work experience, training and education in 
mental health care. The mental health needs of rural residents are unmet in many rural 
communities due to accessibility, acceptability, and availability.
According to Goodrich and colleagues (2013), integration of primary care and mental 
health services, such as a BHC, provides a valuable opportunity to improve access to mental 
health services, not only to meet the mental health needs for individuals with a chronic disease, 
but those needs of the entire community. In Alberta specifically, 42 PCNs serve close to 3.6 
million residents (Bonnyville Primary Care Network, n.d.). Regardless of where in Alberta 
residents live, they expect high-quality care that is practiced by skilled and passionate 
professionals. Albertans expect health care to be accessible, accountable, and sustainable; 
however, achieving this expectation can be challenging, especially in rural areas (Starke et al.,
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2015). In many rural areas in Alberta there is a downfall in mental health support, which is 
leading to serious and chronic health conditions.
As noted throughout this literature review, integrated care has been shown to be an 
effective and necessary strategy for addressing the mental health needs of patients who have 
been diagnosed with a chronic disease in rural areas. Currently, the Bonnyville PCN does not 
have integrated mental health services in its clinic. This appears to be a major gap in access to 
rural health care. A product of the literature review is a proposal packet for the implementation 
of a BHC into the Bonnyville PCN.
Application
The main audience for this project is the PCN in Bonnyville, Alberta. Peer-reviewed 
literature has shown a major gap in access to mental health services in rural communities. Rural 
areas in Alberta provide minimal mental health services. To effectively and holistically treat 
patients, their mental and physical health must be dually addressed at the forefront of their 
treatment plan. Counselors are often among the first to become aware of specific difficulties in 
the environment. When counselors identify systemic factors that act as barriers, they often wish 
that they could change the environment and prevent some of the problems that they see every 
day (Toporek, Lewis & Crethar, 2009). Advocating for system change is a process that requires 
vision, persistence, leadership, collaboration, systems analysis, and strong data. Analyzing peer- 
reviewed literature through a social justice and advocating lens has led to the conclusion that 
rural residents are at higher risk of suicide, depression, and other serious mental health concerns 
compared to their urban counterparts. The implementation of a BHC in the Bonnyville PCN 
would promote a healthier community.
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Attached is a proposal for the Bonnyville PCN that outlines the importance of integrating 
behavioral health and serves as a resource to support the implementation of a BHC. The goal of 
this proposal is to provide critical information on the following topics:
• The importance of integrated care;
• The current status of primary health care in rural Alberta;
• Support for the PCN team; and
• Funding options.
APPENDIX B : Start-Up Toolkit for BHC in the Bonnyville Primary Care Network includes:
• Part I: sample sheet on information about BHC;
• Part II: BHC disclosure statements;
• Part III: critical Questions to ask patients during in the Initial Behavioral Health 
Appointment;
• Part IV : a BHC SOAP note (subjective, objective, assessment, and plan) for initial, 
follow-up, and discharge appointments;
• Part V : a sample j ob posting;
• Part VI: guidance for a future mental health practitioner who would work in rural 
Alberta; and
• Part VII: a sample letter to the Bonnyville Primary Care Network.
Conclusion
There is a clear need for more mental health support such as a BHC for residents who 
live in rural Alberta. Combining medical health care and mental health care is critical in 
providing holistic care. This literature review spoke to models of care and the unique challenges, 
implications, and recommendations for many rural areas. Social justice has gained recognition
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as a core component of the counseling profession (Ratts, 2009). Advocacy-oriented counselors 
recognize the impact of social, political, economic, and cultural factors on human development 
(Toporek, Lewis & Crethar, 2009). This review was a result of an increased awareness that 
external factors in rural areas that acted as barriers for residents and this was responded through 
advocacy for system change. An advocacy orientation involves systems change for marginalized 
groups or individuals with lack access to needed services.
The research question was, “In a rural primary care setting, is there a need for addressing 
the mental health needs of patients diagnosed with a chronic disease? If so, what are the needs 
and how are they being addressed?” The findings indicate a pressing need to address not only the 
mental health of patients with a chronic disease, but also the general population as a whole, 
especially in rural communities. After reading the peer-reviewed literature, it has become clear 
that advocating for social justice for rural residents is critical. A BHC in rural Alberta must be 
generalists, and it would be difficult to practice in a specialty area like chronic disease. This 
application is submitted in the hope it will be implemented into the PCNs in order to serve and 
meet the current unmet mental health needs of rural residents.
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A Proposal for the Implementation of a Behavioral Health Consultant into the Primary Care
Network in Bonnyville, Alberta
This proposal uses peer-reviewed literature to build a strong case as to why implementing 
a behavioural health consultant (BHC) into the Bonnyville Primary Care Network (PCN) would 
be beneficial for rural patients and providers. This model of care is vital because approximately 
34-41% of patients in primary care in rural areas have a diagnosable mental health disorder 
(Sears, Evans, & Kuper, 2003). As well, over 40% of patients with mental health needs will first 
seek treatment in a primary care setting (Smalley et al., 2010). These numbers highlight the need 
for increased access to, and quality of, mental health care in rural areas, which integrated care 
would achieve (Wenzel, 2017). Even though there has been a focus on rural mental health for 
more than 30 years, rural communities still have challenges accessing mental health services 
(Chipp et al., 2011).
The goal of this proposal is to provide critical information covering the following topics:
• The importance of integrated care;
• The current status of primary health care in rural Alberta;
• Support for the PCN team; and
• Funding options.
APPENDIX B : Start-Up Toolkit for BHC in the Bonnyville Primary Care Network includes:
• Part I: Sample sheet on information about BHC;
• Part II: BHC disclosure statements;
• Part III: Critical Questions to ask patients during in the Initial Behavioral Health 
Appointment;
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• Part IV : A BHC SOAP note (subjective, objective, assessment, and plan) for initial, 
follow-up, and discharge appointments;
• Part V : A sample job posting;
• Part VI: Guidance for a future mental health practitioner who would work in rural 
Alberta; and
• Part VII: A sample letter to the Bonnyville Primary Care Network.
Integrated Care
According to the National Institute of Mental Health (2017), integrated care connects 
primary health care and mental health care in one setting in the hopes of meeting the 
comprehensive health needs of a patient. This is a critical model of care for three key reasons:
1. Patients with common physical health conditions have higher rates of mental illness.
2. Older adults with a severe mental illness have higher rates of chronic physical 
diseases and die earlier than the general population.
3. A primary care setting, such as a doctor’s office, provides approximately 50% of all 
mental health care for patients with psychiatric disorders. (National Institute of 
Mental Health, 2017)
Integrated care builds a team-based approach in which mental health care and general 
medical care are offered in the same environment to help address the physical health problems of 
patients with mental health concerns and illnesses (Weinhold & Gurtner, 2014). The health care 
professional who would integrate mental health support for patients is called a behavioural health 
consultant, or BHC.
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What Is a Behavioural Health Consultant?
A BHC is a care provider who focuses on the mental health and behavioural health 
concerns of patients who present to their primary care physician. This innovative approach aims 
to increase the accessibility of mental healthcare at the location where patients tend to seek it out 
(primary care) and to offer specialized care by trained professionals. As such, this approach 
helps physicians better manage specific mental health and behaviour-related concerns of their 
patients by competent providers (Dimidjian et al., 2016). In this model, the BHC remains within 
the primary care network (PCN) practice to consult with physicians and their patients to detect 
and address a wide range of behavioural health and mental health concerns with the goals of 
early detection, timely treatment, and long-term prevention (Wenzel, 2017). The focus is not 
solely on mental health, but on individuals’ behaviour that negatively affects their health. 
Consultants also help physicians and patients navigate the formal mental health system when 
necessary (Murray & Keller, 1991).
The typical approach for mental health treatment has been for physicians to refer a patient 
to a specialist, such as a psychologist, outside of their office, either through access mental health 
or a private practice. Unfortunately, this approach has many downfalls, such as poor patient 
follow-through; some estimates suggest only 25% of referrals are actualized because of stigma, 
travel time, or costs (Murray & Keller, 1991).
BHCs offer assistance in the short-term to help as follows:
>  improve patients’ overall emotional and mental well-being;
>  guide patients to adjust to family or lifestyle changes and transitions;
>  help patients cope with stress, anxiety, or depression; and
> discuss relationships and spiritual or personal concerns.
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Consultations with patients are brief, about 20 to 30 minutes in length, and are limited to 
one to four visits per patient. Consultations target functional outcomes rather than symptom 
elimination, which allows for increased patient consults with a goal of 12 direct patient consults 
per day (Dimidjian et al., 2016). The BHC would practice theoretical orientations such as 
cognitive behavioural therapy (CBT). CBT’s main strategies are active, problem focused, and 
collaborative (Crowe & McKay, 2017). Cognitive restructuring, for example, is a strategy in 
which clinicians help patients to identify, evaluate, and modify inaccurate or otherwise unhelpful 
thinking associated with emotional distress. Another CBT strategy, behavioural activation, 
provides a framework for patients, particularly those who are depressed, to increase engagement 
in activities that provide a sense of accomplishment or pleasure (Crowe & McKay, 2017). Other 
treatment approaches could include acceptance and commitment therapy, dialectical behaviour 
therapy, mindfulness-based cognitive therapy, functional analytic psychotherapy, solution 
focused, and extended behavioural activation (Crowe & McKay, 2017).
BHCs employ evidence-based interventions in a manner that emphasizes patient 
collaboration and uses readiness for change concepts, as well as acceptance principles regarding 
difficulties that are unlikely to change (Dimidjian et al., 2016). Typical interventions include 
patient education, behavioural activation, self-management strategies, and working with patients 
around medication issues and other adherence matters (Dimidjian et al., 2016).
What Are the Benefits?
Directly integrating a BHC into the Bonnyville primary care team and adapting BHC 
practices would lower health costs, show greater patient and physician satisfaction, and improve 
health outcomes in the PCN (Padwa et al., 2016). Integrating BHC into primary care allows 
patients who are being seen at the PCN to have access to mental health services. This is
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important because primary care clinics are where mental health disorders are generally first 
recognized and treated. The health care system has the significant role that psychological factors 
have in health outcomes and reduced health care costs (Thielke, Thompson, & Stuart, 2011).
Depression is one of the most common diagnoses in primary care, and primary care in 
turn provides the majority of care for patients with depression, yet fewer than 20% of depressed 
patients are seen by a psychiatrist or psychologist (McGough, Bauer, Collins, & Dugdale, 2016). 
This leaves rural individuals with depression to rely more on antidepressant medications than on 
mental health services (Fortney, Harman, Xu, & Dong, 2010). Untreated psychological disorders 
such as depression and anxiety disorders can lead to excessive and inappropriate utilization of 
health care, and as a result patients untreated mental illness can develop into chronic conditions, 
which rob society of productive members and increase health care costs (McIlwraith & Dyck, 
2002). The primary care behavioral health model has demonstrated improved outcomes for 
depression and general mental health functioning. However, without the behavioral health model 
there are over 70% of primary care visits that stem from psychosocial issues (Runyan & Serrano, 
2017). Tice and colleagues (2015) conducted randomized trials of integrated care for depression 
that showed benefits for integrated care in improving symptoms of depression compared with 
usual care.
This is important because one in four Canadians experiences a mental health or addiction 
problem through their lifetime (Hanisch, et al, 2016). Multiple sources reported that annually 
mental health disorders cost Canada’s economy over $50 billion annually (Lurie, 2014). The 
Conference Board of Canada stated in a report that depression costs the economy at least $32.3 
billion annually, while anxiety costs another $17.3 billion a year. A growing body of
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international evidence shows that prevention, promotion, and early intervention initiatives have 
positive returns on this heavy investment (Lawrence & Kisely, 2010).
The cost of a disability leave for a mental illness is about double the cost of a leave due to 
a physical illness (Dewa, Loong, & Bonato, 2014). Another major factor is the high rates of 
suicide. Over 4,000 Canadians per year die by suicide an average of almost 11 suicides a day 
(Navaneelan, 2007). More than 75% of suicides involve men, but women attempt suicide 3 to 4 
times more often (McFaul et al., 2014). In Alberta, suicide claims more lives annually than other 
more openly discussed issues such as motor vehicle collisions, AIDS or homicide (Alberta 
Centre for Injury Control and Research, 2000). This affects Alberta’s entire society directly and 
indirectly and Albertans living in rural areas are at an increased risk of dying by suicide (Alberta 
Mental Health Board, 2005). Research shows that many people visit their primary care 
physician instead of a mental health provider for mental health problems and that up to 88% of 
patients who die by suicide had contact with their primary care physician at some point during 
the year prior to their suicide (McFaul et al., 2014).
Individuals with a mental illness are much less likely to be employed. Unemployment 
rates are as high as 70% to 90% for people with the most severe mental illnesses (McFaul et al,
2014). In any given week; at least 500,000 employed Canadians are unable to work due to 
mental health problems (Alberta Mental Health Board, 2005). Mental health problems and 
illnesses are rated one of the top three drivers of both short- and long-term disability claims by 
more than 80% of Canadian employers (Mental Health Commission of Canada, 2014). 
Approximately 21.4% of the working population currently experience mental health problems 
and illnesses that potentially affect their work productivity (Mental Health Commission of 
Canada, 2014).
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Integrated behavioural health services also benefit the provider and team by providing
> additional support for these complex patients;
>  education and consultation on behavioural and psychiatric issues; and
> behavioural health support for team members (Padwa et al., 2016).
Why Is This Needed in Rural Alberta?
For rural residents in Alberta, primary health care services are the frontline for health 
care or wellness advice (Alberta Mental Health Board, 2005). There is an understanding that one 
size does not fit all in planning primary health care services in rural areas (Chipp et al., 2011). 
Rural areas’ needs cannot be met by the traditional primary care service approach, as each rural 
community is unique (Starke et al., 2015). Rural residents have been shown to have higher levels 
of depression, suicide rates, substance abuse, domestic violence, incest, and child abuse than 
residents of urban areas (McIlwraith & Dyck, 2002). When individuals decide to seek care, they 
experience extreme shortages in mental health care services that exist in rural communities 
(Brems et al., 2006), These challenges combine to both create and sustain mental health 
problems in rural communities (Chipp et al., 2011). In many communities, the emergency 
department has become the default primary care service when residents cannot get in to see a 
physician promptly. Over 12 million visits to emergency departments are individuals with 
behavioral health disorders (Behavioral Health and Prevention, 2012). In many places, this 
approach has resulted in a “revolving door” or “Band-Aid solutions” (Starke et al., 2015, p. 6). A 
behavioural health consultant is needed to help minimize the excessive use of emergency 
departments. According to Tice and colleagues (2015) up to 70% of physician visits are for 
issues with a behavioral health component and a similar proportion of adults with behavioral 
health conditions have one or more physical health issues. Implementation of a BHC would help
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the Bonnyville PCN with the mental and behavioral health concerns presenting in an emergency 
room and in primary care network.
Funding and Associated Costs
Some possible funding options for an integrated care model are Alberta Health Services, 
Covenant Health, school divisions, the Municipal District of Bonnyville, or the PCN itself. The 
associated cost for a BHC would be similar to that of a registered nurse. Registered nurses are 
contract employees, whose benefits are similar to other employees in the PCN. The salary would 
be determined by education and experience.
Integrating behavioral health into a primary care clinic means bringing on new staff, 
establishing new services, and developing a new operation. Providing integrated care services 
intends to reduce the long-term costs of health care; however, to evaluate if the program is 
successful, clinics need to understand and appropriately estimate the actual costs to provide 
integrated care. A study conducted by Wallace and colleagues (2015) found that the average 
start-up effort expenses were $44,076 and monthly ongoing effort expenses per patient were 
$40.39. There are seven key steps to conduct a cost analysis of integrated care services such as:
1. choose the cost analysis team;
2. identify the audience;
3. define the scope;
4. structure the cost estimate;
5. develop a cost analysis design;
6. gather Data and Conduct the Data Analysis; and
7. Effectively present findings. (Analyzing the Costs of Integrated Care, n.d.)
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There are ways around having to travel to larger cities like Edmonton or Calgary to have 
the training needed to successfully integrate a BHC. On the National Register's continuing 
education and Patient Centered Primary Care Institute sites, there are over 50 videos available 
that cover topics like theory, pharmacological, ethics, legal issues, cultural competency, and 
psychosocial management of conditions that commonly present in integrated settings (National 
Register, 2018). There are also webinars and interviews with minimal to no costs. It has been 
anticipated and the literature indicates that the return is greater than the initial investment of the 
implementation on a BCH.
Conclusion
Integrating behavioural health into the Bonnyville PCN would improve patient outcomes, 
reduce costs, relieve doctors or nurses of providing mental health support for patients, shorten 
emergency departments visits and give the community o f Bonnyville access to mental health 
support at a critical time in patients’ lives. Mental health care shares an inseparable role with 
physical health care in helping patients take control of their overall health and cope with 
adversity cause by health concerns (Perry, Presley-Cantrell, & Dhingra, 2010). Not taking 
proactive or preventive measures result in higher rates of suicide, substance abuse, depression, 
and anxiety, which all cost a significant amount of money for the PCN. These economic issues 
do not only affect the person with the diagnoses but also their loved ones caring for them. When 
there is a suicide in this tight knit community it affects Bonnyville collectively and individual 
residents. If  rural communities continue to not integrate behavioural health in their primary care 
networks, loved ones will continue to take time off from their own jobs to transport and care for 
loved one who are struggling with a mental illness.
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A BHC the primary health care network in Bonnyville would help more patients have 
access to mental health care and the PCN’s health care costs would be greatly reduced (Mental 
health policy, planning & service development, 2018). Social support has been found to have a 
direct effect on the well-being of families and individuals (Letvak, 2002). While the mentally ill 
are considered to be vulnerable as a group, those who are mentally ill and reside in rural 
communities like Bonnyville are at a greater disadvantage due to limited access to health care 
(Letvak, 2002). The Canadian economy will continue to support the financial strains of mental 
illness if steps are not taken to move forward in this area. This proposal to implement a BCH, 
and the resources in the appendices, comprise a positive step forward in addressing this serious 
topic.
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APPENDIX B: Start-Up Toolkit for BHC in the Bonnyville Primary Care Network
This start-up tool kit is a guide for the Bonnyville Primary Care Network to get started on the 
implementation of a BHC. This start-up kit will include an information sheet, disclosure 
statements, interview questions, referral information, SOAP notes, job posting, and a tips sheet 
for a BHC working in Bonnyville. This is in hopes to provide health care professionals with an 
easy to follow beginning guide for a BHC.
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BONNYVILLE
Start-Up Toolkit for a BHC in 
the Bonnyville Primary Care
Network
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Start-Up Toolkit Part I: Information Sheet
The purpose of this information sheet is to give health care providers a quick reference about the 
services a BCH can provide and the benefits of a BCH to health care providers and their patients. 
This will also help physicians decide the services of a BHC to patients before referring them. 
Also, at the end of this information sheet is links to other information sheets that have been 
created.
MENTAL HEALTH SUPPORT IN RURAL ALBERTA 92
^ H l C a r cetwork
BONNYVILLE Behavioral Health Consultant
W hat Is the BHC Service?
A behavioural health consultant (BHC) service is an innovative approach to addressing the 
challenges physicians have in managing the unmet mental health and behavioural health needs of 
patients seen in their practices (Wenzel, 2017).
In this model, the BHC remains within the Primary Care Network (PCN) practice to consult with 
physicians and their patients to detect and address a wide range of behavioural health and mental 
health concerns with the goals of early detection, timely treatment, and long-term prevention 
(Lawrence, & Kisely, 2010). The focus is not solely on mental health, but on individuals’ 
behaviour that negatively affects their health. Consultants also help physicians and patients 
navigate the formal mental health system when necessary.
The typical approach for mental health treatment has been for physicians to refer a patient to a 
specialist, such as a psychologist, outside of their office, either through access to mental health or 
private practice. Unfortunately, this approach has many downfalls, such as poor patient follow- 
through; some estimates suggest only 25% of referrals are actualized because of stigma, travel 
time, or costs (Lawrence, & Kisely, 2010).
BHCs offer assistance in the short-term to help as follows:
>  improve patients’ overall emotional and mental well-being;
>  guide patients to adjust to family or lifestyle changes and transitions;
>  help patients cope with stress, anxiety, or depression; and
> discuss relationships and spiritual or personal concerns.
W hat A re the Benefits?
Directly integrating a BHC into the Bonnyville primary care team and adapting BHC practices 
would lower health costs, show greater patient and physician satisfaction, and improve health 
outcomes in the PCN. Integrating BHCs into primary care allows patients to be seen at their 
primary care clinic, and because these clinics do not specialize in mental health treatment, 
patients often find it less stigmatizing and easier to access.
Integrated behavioural health services also benefit the provider and team by providing:
>  additional support for complex patients;
>  education and consultation on behavioural and psychiatric issues; and
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> behavioural health support for team members.
Scope of Consultation Services
Consultations with patients are brief, about 20 to 30 minutes in length, and are limited to one to 
four visits per patient. Consultations target functional outcomes rather than symptom 
elimination, which allow for increased patient consults with a goal of 12 direct patient consults 
per day.
The BHC would practice theoretical orientations such as cognitive behavioural therapy (CBT). 
CBT’s main strategies are active, problem focused, and collaborative (Dimidjian et al., 2016). 
Cognitive restructuring, for example, is a strategy in which clinicians help patients to identify, 
evaluate, and modify inaccurate or otherwise unhelpful thinking associated with emotional 
distress. Another CBT strategy, behavioural activation, provides a framework for patients, 
particularly those who are depressed, to increase engagement in activities that provide a sense of 
accomplishment or pleasure (Dimidjian et al., 2016). Other treatment approaches could be 
acceptance and commitment therapy, dialectical behaviour therapy, mindfulness-based cognitive 
therapy, functional analytic psychotherapy, and extended behavioural activation (Dimidjian et 
al., 2016).
The consultants employ evidence-based interventions in a manner that emphasizes patient 
collaboration and uses readiness for change concepts, as well as acceptance principles regarding 
difficulties that are unlikely to change (Crowe & McKay, 2017). Typical interventions include 
patient education, behavioural activation, self-management strategies, and working with patients 
around medication issues and other adherence matters.
How Do the Consultants In teract W ith O ther C are Providers?
Consultants provide the referring physician with concise, same-day clinical notes for the 
patient’s record, including recommendations given to the patient, the patient’s response to those 
recommendations, and specific prompts regarding areas for the physician to monitor or reinforce 
at the next patient contact.
There are many opportunities for other health care providers to spend time with the BHC while 
seeing a patient, or simply seek out the advice of the BHC about possible patient concerns. 
Physicians are encouraged to drop into sessions with the BHC and the patient. Many physicians 
report this to be a very satisfactory approach. The BHC would expect collaboration, direct 
referrals, and consultation.
Additional Inform ation Sheets for Reference
❖  Link: shttp://www.who.int/mental_health/policy/services/3_MHintoPHC_Infosheet.pdf
❖  Link: https://primarycarecoalition.org/wp-content/uploads/2015/11/Provider-Talking- 
Points-FINAL.pdf
❖  Link: http://www.who.int/mental_health/policy/services/3_MHintoPHC_Infosheet.pdf
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Start-up Toolkit Part II: BHC Disclosure Statement
The purpose of a disclosure statement is to ensure that adult, child and adolescents and guardians 
of child and adolescents understands the limitations of the professional relationship and to 
provide an outline of what sessions might look like.
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Behavioral Health Consultant Introductory Sample Script for Adults
Hi, my name is Samantha Hesterman. Before beginning our session today, let me explain a little 
bit about what I do and what the services I offer could look like for you.
I am a behavioural health consultant for the Bonnyville Primary Care Network. I work with the 
Bonnyville Primary Care Networks to ensure you receive comprehensive health services. This 
involves paying attention not only to your physical health, but also to your mental health. This 
includes your habits, behaviours, and emotions. If your doctors are concerned that any of these 
factors are affecting your overall health or functioning, they can call me in as a consultant.
My job as a consultant is to help you and your doctors better target any problems that have come 
up for you at this point. To do this, I am going to spend about 25 minutes with you to understand 
what is working well for you and the changes you might want to make to improve your health. 
Together, w e’ll come up with a plan or set of recommendations that seems appropriate for you. 
Some recommendations might be activities for you try on your own, like reading books, 
exercising, or practicing mindfulness. Towards the end of the session, we will decide if you may 
need a follow-up appointment. We might also decide that you’d benefit from more intensive 
specialty service. In that case, I would talk with your primary provider and, if  your provider 
agrees, I’d help to arrange a referral, using the information you have given me today.
After our session today, I will meet with your doctors to go over our plan and the information we 
have talked about. This information will be integrated in your health record, so your doctor may 
ask you how parts of the plan are going. When working with me, you can expect confidentiality, 
which will be honored just like your other providers in the primary care network. This includes 
limitations of confidentiality for abuse and neglect, court orders, and harm to self or others. The 
hours of the primary care clinic are Monday to Friday, 8 :00 am to 4:00 pm. You can contact me 
for future appointments by calling the Primary care network at 780-826-1010.
Do you have any questions at this time?
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Behavioral Health Consultant Introductory Sample Script for Parents of Guardians
Hi, my name is Samantha Hesterman. Before beginning our session today, let me explain a little 
bit about what I do and what the services I offer could look like for your child.
I am a behavioural health consultant for the Bonnyville Primary Care Network. I work with the 
Bonnyville Primary Care Networks to ensure you receive comprehensive health services. This 
involves paying attention not only your child’s physical health, but also to your child’s mental 
health, and that includes habits, behaviours, and emotions. If your doctors are concerned that any 
of these factors are affecting your child’s overall health or functioning, they can call me in as a 
consultant.
My job as a consultant is to help your child and their doctors better target any problems that have 
come up at this point. To do this, I am going to spend about 25 with you to understand what is 
working well for you and the changes you might want to make to improve your health.
Together, w e’ll come up with a plan or set of recommendations that seems appropriate for you. 
Some recommendations might be activities for you try on your own, like reading books, 
exercising, or practicing mindfulness. Towards the end of the session, we will decide if you may 
need a follow-up appointment. We might also decide that you’d benefit from more intensive 
specialty service. In that case, I would talk with your primary provider and, if  your provider 
agrees, I’d help to arrange a referral, using the information you have given me today.
After our session today, I will meet with your child’s doctors to go over our plan and the 
information we have talked about. This information will be integrated in your child’s health 
record, so your doctor may ask your child how parts of the plan are going. When working with 
me, you can expect that my limits are the same as other providers in the primary care network, 
which include abiding by the Child First Act for children under the age of 18 years old. This Act 
ensure your child has a right to be heard, listened to and taken seriously. Your child will be 
consulted and involved in all matters and decisions that may affect treatment with me. The hours 
of the primary care clinic are Monday to Friday, 8 :00 am to 4:00 pm. You can contact me for 
future appointments by calling the Primary care network at 780-826-1010.
Do you have any questions at this time?
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Behavioral Health Consultant Introductory Sample Script for Child & Adolescence
Hi, my name is Samantha Hesterman. Before beginning our session today, let me explain a little 
bit about what I do and what the services I offer could look like for you.
I am a behavioural health consultant for the Bonnyville Primary Care Network. I work with the 
Bonnyville Primary Care Networks to ensure you receive comprehensive health services. This 
involves paying attention not only to your’ physical health, but also to your mental health. This 
includes your habits, behaviours, and emotions. If your doctors are concerned that any of these 
factors are affecting your overall health or functioning, they can call me in as a consultant.
My job as a consultant is to help you and your doctors better target any problems that have come 
up for you at this point. To do this, I am going to spend about 25 minutes with you to understand 
what is working well for you and the changes you might want to make to improve your health. 
Together, w e’ll come up with a plan or set of recommendations that seems appropriate for you. 
Some recommendations might be activities for you try on your own, like reading books, 
exercising, or practicing mindfulness. Towards the end of the session, we will decide if you may 
need a follow-up appointment. We might also decide that you’d benefit from more intensive 
specialty service. In that case, I would talk with your primary provider and, if  your provider 
agrees, I’d help to arrange a referral, using the information you have given me today.
After our session today, I will meet with your doctors to go over our plan and the information we 
have talked about. This information will be integrated in your health record, so your doctor may 
ask you how parts of the plan are going. When working with me, you can expect confidentiality, 
which will be honored just like your other providers in the primary care network. Although most 
of what we talk about is private, there are three kinds of problems you might tell me about that 
we would have to talk about with other people.
1.) If I find out that someone has been seriously hurting or abusing you, I would have to tell 
the police about it.
2.) If you tell me you have made plan to seriously hurt yourself, I would have to let your 
parents or guardian know.
3.) If you tell me you have made a plan to seriously hurt someone else, I would have to warn 
that person or another professional who could help us.
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I would not be able to keep these problems just between you and me because the law says I can’t. 
Do you understand that it’s safe to talk about most things here and that if we talk about these 
three things we must talk about it other people? I want to be sure I’m doing the best I can to help 
you. If you do happen to talk about any of these thing, we will work through and work through 
them together. If you ever have any question about this, please feel free to ask me at any time 
during our time together. The hours of the primary care clinic are Monday to Friday, 8:00 am to 
4:00 pm. You can contact me for future appointments by calling the Primary care network at 
780-826-1010.
Do you have any questions at this time?







Suttle, T. (n.d.). Professional disclosure statements for mental health professionals. Retrieved 
from http://tamarasuttle.com/professional-disclosure-statements-for-mental-health- 
professionals
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Start-Up Toolkit Part III: Interview Questions and Referral Information
The purpose o f  these solution focused interview questions is for the BHC to gather relevant 
information about the client in the first session or two. These questions will help the BHC gauge 
patient concerns and struggles. Then there is a form for health care providers that help guide 
them when referring patients to a BHC.
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What brings you in today?
What types of symptoms are you having? And what is the frequency, duration, 
and intensity of the symptoms?
Tell me about a time you didn’t have these symptoms
What strategies have you already used to try and solve this problem?
Describe a typical day for you.
What made you come in at this time?
Rate your current week on a scale of 0 to 10, with 0 being very challenging and 
10 being not challenging.
Describe your current relationships and supports
>
>
What would you like to accomplish out of your time here?
Have you wished you were dead or wished you could go to sleep and never wake 
up?
> Have you had any thoughts about killing yourself / ending your life?
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> Have you thought about how you would do that or how you would make yourself 
not alive anymore/kill yourself/end your life? What did you think about?
>
>
When you thought about making yourself not alive anymore/ killing 
yourself/ending your life, did you think that this was something you might 
actually do?
Have you decided how or when you would make yourself not alive 
anymore/kill yourself/end your life? Have you planned out (worked out the details 
of) how you would do it?
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Encouraging Patients to use the Behavioral Health 
Consultant
Thank you for identifying patients in need of behavioral health services. By working together, 
BHC and medical providers can improve patients’ overall health and wellbeing.
BHC: Samantha Hesterman
Phone: 780-826-1010
Hours: Monday to Friday, 8:00am-4:00pm
When talking to patients about behavioral health services:
❖  A personal introduction is best. BHC will try to meet a patient the same day.
❖  Please say: “The BHC is part of my team” — because we are!
❖  Emphasize the impact of stress on health. BHC will work with patients to cope with stress 
and improve their health.
❖  Do not say “mental health problems” or “psychological problems,” these terms carry stigma 
and may deter people.
Examples of referrals:
“I have a colleague,____________, who is part of our team that I’d like you to meet. S/he
provides counseling and education services at our clinic and may have suggestions on things we
can do to help manage  . I think they might be able to meet today. How does that
sound to you?
“We have a team member I’d like you to see. S/he is the care manager at the clinic. S/he works 
with many patients to manage stress or other issues in their lives. Let’s see if s/he can help us
develop a plan to manage  . I think you may be able to meet today. How does that
sound to you?”
How BHC help physicians:
❖  Help physicians be more efficient by spending their time focusing of physical illness instead of 
mental illness.
❖  Providing appropriate mental health and/or counselling services using evidence-based practice 
standards.
❖  Conducting appropriate intakes, and creating appropriate treatment and discharge plans
❖  Leading patient education programs (e.g., depression or anxiety groups)
❖  Acting as a resource to other staff.




❖  https://primarycarecoalition.org/wp-content/uploads/2015/11/Provider-Talking-Points- 
FINAL.pdf
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Start-Up Toolkit Part IV: Sample of BHC SOAP Note for Initial appointment, Follow-Up, and
Discharge
A SOAP note is a documentation method with four parts: subjective, objective, 
assessment, and plan. The purpose of a SOAP note is to have a standard format for organizing 
patient information that is structured, easy to follow, and efficient. The BHC is expected to use 
this format for intake, progress notes, and discharges. SOAP notes are scanned into the patient’s 
medical record. These sample are tailed to a person who would be from Bonnyville.
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Initial Behavioural Health consult 
Subjective:
Pt is a 36-year-old male who was referred by Dr. Smith for tension headaches and was seen for a 
30-minute session. Explained the BHC role and obligations; pt seemed to understand. The 
frequencies of the headaches are approximately 4 out of 7 days and have been getting 
increasingly worse the past month. The duration is approximately 4-5 hours with an intensity of 
7/10. Over-the-counter pain relief medicine has given minimal relief. Pt expressed no other 
treatments have been tried. The only consistent precipitant identified is arguments with his crew 
member at work. Pt working full-time on the oil rigs, but when the headaches appear he has to go 
home. He has been disengaging and avoiding his two close friends because of his depressed 
mood.
Objective:
Pt was enjoyable and open; he displayed no pain abnormal behaviour during the session. He 
described his mood as “down.” His affect was appropriate and congruent for the situation. Pt 
thought process appeared to be logical and linear. No SI/HI (suicidal ideation/homicidal 
ideation). PHQ-9 = 8 (mild depressive symptoms).
Assessment:
1) Primary ICD 10 -  CM Code: R51 Headaches
2) Secondary ICD 10 -  CM Code: Z65.8 Relational problem
Plan: 1) Pt will be taught mindfulness strategies to use when conflicts begin to escalate.
2) Pt agreed to start 15 minutes of physical activity four times a week.
3) Pt agreed to increase his social activity.





There was a 30-minute follow-up with pt who was referred by Dr. Smith for his tension 
headaches. Pt expressed he tried the mindfulness strategies during times of conflict with his crew 
member and thinks it helped. They were able to later talk calmly about work related issues, and 
pt has noticed decreases in the frequency of headaches, reporting 2 out of 7 days with an 
intensity of 4/10. Pt reported competing 15 minutes of walking twice a week. Pt stated he did not 
increase his social activity, as he didn’t feel she had time.
Objective:
Pt came in smiling and laughing and did not appear to have any pain. He described his mood as 
“normal.” Affect was congruent and appropriate with subject matter talked about. Thought 
processes were logical and linear. No SI/HI (suicidal ideation/homicidal ideation). PHQ-9 = 3 
(minimal depressive symptoms).
Assessment:
1) Primary ICD 10 -  CM Code: R51 Headaches
2) Secondary ICD 10 -  CM Code: Z65.8 Relational problem
Plan: 1) Pt plans to continue using mindfulness strategies when conflicts begin to escalate.
2) Pt agreed to start 15 minutes of physical activity four times a week instead of twice.
3) Pt agreed attend two social activities before meeting again.
4) Follow-up with BHC in 4 weeks and discuss possible discharge.





There was a 30-minute follow-up with pt who was referred by Dr. Smith for his tension 
headaches. Pt states he had success using the mindfulness strategies and has been walking for 15 
minutes four times a week. Pt stated he went for lunch with one of his close friends and 
expressed enjoyment from doing that. Pt reported his headaches are not a concern anymore; the 
frequencies of headaches are 1/7 days with an intensity of 2/10.
Objective:
Pt seems happy and content and did not appear to have any pain. He described his mood to be 
“good.” Affect was congruent and appropriate with subject matter talked about. Thought 
processes were logical and linear. No SI/HI (suicidal ideation/homicidal ideation). PHQ-9 = 3 
(minimal depressive symptoms).
Assessment:
1) Primary ICD 10 -  CM Code: R51 Headaches
2) Secondary ICD 10 -  CM Code: Z65.8 Relational problem
Plan: 1) Pt plans to continue using mindfulness strategies when conflicts begin to escalate.
2) Pt plans to continue completing 15 minutes of physical activity four times a week.
3) Pt agreed attend two social activities per month.
4) No follow-up with BHC planned at this time. Doctor can refer again if needed later on.
Links to Additional Information Sheets for Reference and Further Development







Chan, A., Saeteaw, M., Chui, W. K., & Lee, J. Y. (2016). Research: Perceptions of pharmacy 
students and pharmacists on SOAP note education and utility in pharmacy 
practice. Currents In Pharmacy Teaching And Learning, 8, 877-82. 
doi: 10.1016/j .cptl.2015.10.001 
Vijayakumar, T. M. (2016). SOAP progress notes: A systematic approach to record
pharmaceutical care interventions. Current Medicine Research and Practice, 3, 129- 130. 
https://doi.org/10.1016/j.cmrp.2016.05.0
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Start-Up Toolkit Part V : Sample Job Posting 
The purpose of this posting is to provide the Bonnyville primary care network with a sample of 
what a job posting would look like for a behavioural health consultant.
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m  f t i m a r y n ™
^Netw ork
BONNYVILLE
JOIN OUR TEAM TODAY!
The PCN provides innovative and collaborative initiatives that improve communication, increase 
coordination of services, and enhance medical clinic practices to better meet the needs of the 
community.
Position Summary
As the behavioural health consultant, you will be required to perform the restricted intervention 
and use a variety of treatment modalities (individual, family, group) with patients experiencing 
significant mental health difficulties. Working both independently and as a member of a 
collaborative multidisciplinary team with the doctors and nurses at the primary care network, you 
will provide evidence-informed best practices in crisis intervention, assessment, consultation, 
referral, case management, and treatment.
> Classification: Behavioral Health Consultant in the Bonnyville Primary Care Network
> Union:
> Department:
> Primary Location: Bonnyville, Alberta
> Site: Primary Care Network @ 101, 4610 50th Street
> FTE: 1.00
> Posting End Date:
> Employee Class: Regular Full Time
> Date Available:
> Hours per Shift: 7.75
> Days Off: Saturday/Sunday
> Minimum Salary:
> Maximum Salary:
> Vehicle Requirement: Driver’s License
Major Duties and Responsibilities
> Provide appropriate mental health and/or counselling services using evidence-based 
practice standards.
>  Create appropriate intake, treatment, and discharge plans.
>  Communicate with physicians and other health care professionals regarding patients’ 
needs and progress.
>  Measure clients’ progress regularly and adjust treatment accordingly.
>  Lead patient education programs (e.g., depression or anxiety groups).
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> Participate in interdisciplinary treatment planning and patient conferences by providing 
the clinical team with current information regarding professional clinical observations.
>  Collaborate with other providers and refer patients to appropriate programs, services, and 
agencies.
>  Act as a resource to other staff.
>  Possess strong communication and teamwork skills.
Required Qualifications
>  Completion of one of the following programs: master’s degree in psychology, master’s 
degree in social work (clinical specialization) including education in mental health 
assessments, master’s degree in education with a clinical mental health focus, master’s 
degree in occupational therapy including training and experience in mental health 
assessment and provision of psychotherapy.
>  Minimum of 2 years of experience working in a mental health setting.
>  Active or eligible for registration with the applicable regulatory college to have 
professional liability insurance for professional counselling services.
>  Criminal record check.
Preferred Qualifications
> Experience working within a rural community.
> Experience working with diverse populations.
> Experience working in a patient care team.
Email us at: careers@bonnyvillepcn.com 
The Bonnyville PCN is an equal opportunity employer.
We thank you for your interest in this position; however, only those selected for an interview
will be contacted.
References
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Start-Up Toolkit Part VI: Tips for a Behavioural Health Consultant in Bonnyville
Working in a rural community as a mental health practitioner is very different than 
working in an urban community. There are high turnover rates for mental health practitioners in 
rural areas. This overview highlights some considerations of which rural mental health 
practitioners should be aware.
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Tips for a Behavioral 
Health Consultant in 
Bonnyville, Alberta
Creat Effective Communication & Collabortive Relationships
❖ Establish collaborative relationships and effective communication to 
improve referral processes in rural Alberta.
❖ Promote and advocate for the importance of mental health screening in 
primary care settings
❖ Be visible and involved in the community and cultural events. Bonnyville 
serves a diverse population with many different cultural backgrounds 
(Corey, Corey, Corey, & Callahan, 2014).
Anticipate Exploring Nontraditional Treatment Delivery
❖ Examine telehealth approaches as an alternative may address some 
challenges to meeting mental health needs in rural and remote settings 
(Pendse & Nugent, 2017).
❖ Get involved the local school and complete school-based interventions
❖ Embrace creativity to acquire the necessary training and expertise to practice 
as a generalist meeting the diverse needs of the rural area. Prepare to provide 
care to couples, families, or children to meet the needs of the rural 
population (Smalley et al., 2010).
Understand Ethical Dilemmas & Boundaries
❖ Realize the code of ethics discourages counselors from having personal, 
social, or business relationships with clients. However, it is virtually 
impossible, in a rural setting, to avoid having multiple relationships with 
some clients.
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❖ Prepare to manage complex boundaries issues, as it is an everyday reality 
faced by therapists who live and practice in small communities (Corey et al., 
2014).
Realize the Specific Mental Health Barriers for Rural 
Populations
❖ Accessibility refers to the lack of knowledge of when services are needed, 
where to receive services, transportation to and from services, and payment 
of services (Fitzpatrick, Perkins, Luland, Brown, & Corvan, 2017).
❖ Availability is due to a shortage of mental health professionals, which is 
created by the challenge of recruiting and retaining providers because of 
lower salaries, limited social or cultural outlets, lack of training and 
preparation, and an increased risk of ethical dilemmas in rural practice 
(Smalley et al., 2010).
❖ Acceptability refers to the struggle many rural residents come across when 
accessing mental health services in rural areas due to stigma. Stigma may 
stop residents who have a serious condition from seeking out the support and 
services they need some rural older adults view the use of a mental health 
care professional to be shameful, a sign of weakness, or as a failure on their 
part. (Lutfiyya et al., 2012).
Prevent risks and practice ethically in Bonnyville
❖ Obtain informed consent
❖ Document thoroughly
❖ Pay attention to matters of confidentiality
❖ Get involved in ongoing training, supervision, and consultation teams
❖ Set clear boundaries and expectations, both for yourself and with your 
clients
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Start-Up Toolkit Part VII: Sample Letter to the Bonnyville Primary Care Network 
This is a sample of a letter that could be sent to stockholders in the Bonnyville primary care 
network and to community members.
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Bonnyville Primary Care Network 
Address
Bonnyville, Alberta zip code 
Date
Dear Bonnyville Primary Care Network,
My name is Samantha Hesterman. I am currently pursuing a master’s degree from the University 
of Alaska Fairbanks (UAF) focused in the field of education, specifically in clinical mental 
health and elementary school counselling. I am currently working on my final project, which is 
to write a proposal that focuses on the importance and implications of accessing mental health 
services in rural Alberta with hopes to implement behavioural health into the primary care 
network in Bonnyville, Alberta. After completing an extensive literature review, I realized that 
rural residents in Alberta face many alarming realities every day. The fact is that rural residents 
have higher rates of suicide, substance abuse, depression, and anxiety, and a major reason for 
these rates is a lack of services offered in rural communities (McFaul et al, 2014). The 
integration of primary care and mental health services is a way to increase access to, and use of, 
mental health services in rural areas.
The primary care network plays a major role in identifying patients with serious mental illnesses; 
over 40% of patients with mental health needs will first seek treatment in a primary care setting 
(Smalley et al., 2010). My hope is that every patient who is suffering from a mental illness will 
be able to seek mental health support from a trained mental health practitioner. Research 
highlights that viewing a patient from a holistic framework will improve health outcomes, lower 
costs, reduce wait times, minimize the stigma related to mental health, and ultimately foster and 
grow a healthier community (Pendse & Nugent, 2017). A behavioural health would help lower 
the $50 billion annually spend on mental illness in Canada (Lurie, 2014). We have to stop under 
treating mental disorders and get the proper help put in place.
A BCH would support the primary care network by being responsible for the following tasks:
> Helping physicians be more efficient by spending their time focusing of physical illness 
instead of mental illness.
> Providing appropriate mental health and/or counselling services using evidence-based 
practice standards;
> Conducting appropriate intakes, and creating appropriate treatment and discharge plans;
> Communicating with physicians and other health care professionals regarding patients ’ 
needs and progress;
> Measuring patients’ progress regularly and adjusting treatment accordingly;
> Leading patient education programs (e.g., depression or anxiety groups);
> Participating in interdisciplinary treatment planning and patient conferences by providing 
the clinical team with current information on professional clinical observations;
> Collaborating with other providers and referring patients to appropriate programs, 
services, and agencies; and
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> Acting as a resource to other staff.
Alberta residents deserve the highest quality of health care regardless of whether they decide to 
live in a rural or urban community. Research indicates a strong link between a patient’s me ntal 
health and physical health (Brems et al., 2006). Currently, the primary care network offers 
support only for patients’ physical health. Let’s improve patient outcomes by incorporating a 
mental health practitioner to support their mental health as well.
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